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ABSTRACT 
STAFF NURSES' PERCEPTION OF POWER AS A 
FUNCTION OF ORGANIZATIONAL FACTORS 
FEBRUARY 1993 
MARILYN A. RICHARD, B.S., UNIVERSITY OF S. MAINE 
M.S., BOSTON UNIVERSITY 
Ed.D., UNIVERSITY OF MASSACHUSETTS 
Directed by: Professor Grace Craig 
Staff nurses in Connecticut were surveyed concerning 
characteristics of the workplace and their perceptions of 
power. The theoretical framework for this study was 
developed from Roger's Nursing Model, Kanter's 
Organizational Theory and Seeman's construct of 
alienation. Based on the assumption that the environment 
and the worker are interrelated when measuring perceptions 
of power, it was hypothesized that specific organizational 
and decision-making factors affect a staff nurse's sense 
of power. 
Responses were obtained from 169 nurses who returned 
questionnaires containing information regarding personal 
characteristics such as age, level of education and 
membership in ANA; organizational characteristics, such as 
size, type of facility, type of nursing practiced, work 
conditions; decision-making factors such as ability to 
participate on decision-making committees and staff 
back-up while attending, recommending nursing as a career, 
v 
preparation for organizational politics; and relationships 
with physicians. 
Guilbert's (1979) Health Care Work Powerlessness Scale 
developed from Seeman's (1966) construct of alienation, 
was used as the primary dependent measure. Scores ranged 
from 0 to 14 (high powerlessness) with a mean score for 
the staff nurses of 5.289. This compares with other 
studies of head nurses, 3.28 (Tibbies, 1984) and nurse 
administrators who obtained a mean powerlessness score of 
1.82 (Young, 1980) . 
There were no significant correlations between a staff 
nurse's perceived sense of power and personal 
characteristics, nor organizational factors measured. As 
predicted, there were significant correlations between 
power, decision-making factors and relationships 
withphysicians. These factors will be helpful knowledge 
when discussing power in educational preparation of nurses 
and health care settings which employ nurses. 
Educators and administrators can utilize these 
findings to begin to establish a staff nurse's sense of 
power. The nursing shortages which occur on a regular 
basis can be avoided and cost containment achieved when a 
broad base of empowered health care professionals is 
created. 
vi 
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CHAPTER I 
INTRODUCTION 
The nursing profession is currently in crisis. The 
crisis centers on the nursing shortage of the past 10 years, 
which has been the focus of many studies and the media. 
Hospitals have been competing with each other not only to 
attract but to retain staff nurses. The issue of power and 
powerlessness for the nurse is a critical factor that needs 
to be explored in relationship to factors which have been 
shown in recent studies to affect hospitalized patients’ 
lives (Chandler, 1991; Ginzberg, 1990; Tibbies, 1983; U.S. 
News and World Report, 1991; Young, 1980). 
Much of the research on power/powerlessness in the 
nursing profession has focused on the individual nurse. Low 
risk-taking, conservatism and lack of cohesiveness are seen 
as powerless behaviors assigned to nurses (Chavasse, 1992; 
Cohen, H., 1981; Kalisch & Kalisch, 1977). However, 
organizations have been shown to play an active role in not 
only encouraging but creating powerless behaviors (Chandler, 
1991; Kanter, 1977). Hospitals are complex organizations 
and, as organizations, need to be considered as one of the 
factors which affect nurses’ sense of power. This concept 
has not been thoroughly studied. 
The purpose of this study was to examine the degree to 
which nurses feel that they have power and control over 
their work in the hospital setting. A general premise of 
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this investigation was that job satisfaction as a nurse 
and staying in the profession are related to a sense of 
power and control. The relationships between the nurses' 
sense of power and other selected variables, which include 
personal characteristics, decision making factors, 
organizational structure and relationships with physicians 
were studied. 
Chapter I will introduce the research and the 
background of the problem. A nursing theorist who 
connects the environment with a nurse's sense of power 
will be discussed. This chapter will also offer a 
statement of the problem, purpose and significance as well 
as definitions of terms, the hypotheses and an overview of 
the methodology and limitations. 
Background Of The Problem 
Many studies have been done which examine and 
document the issue of nursing staff turnover (Huey & 
Hartley, 1988; McClure, Poulin, Sovie & Wandelt, 1983; 
Umiker, 1989; Vogt, Cox, Velthouse & Thames, 1983; 
Wandelt, Pierce & Widdowson, 1981). Nurses can identify 
specific factors that precipitate their discontent. The 
common denominator seems to be lack of control, autonomy 
(Wiens, 1990) or power. Power has begun to enter the 
nursing literature as a topic for concern during the past 
fifteen years. For some, it still holds a negative 
meaning. For this paper the following definitions are the 
most relevent. 
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Webster's New Collegiate Dictionary (1981) defines 
power as "Possession of control, authority or influence . 
. . ability to act or to produce an effect . . . political 
control or influence." Kanter's (1977) definition in Men 
and Women of the Corporation follows: 
Power is the ability to get things done, to 
mobilize resources, and to use whatever it is 
that a person needs for the goals he or she 
is attempting to meet. When more people are 
empowered - that is, allowed to have control 
over the conditions that make their actions 
possible, then more is accomplished. Thus 
the meaning of power here is closer to 
mastery or autonomy than domination or 
control over others (p.166). 
Seeman’s (1959) definition of powerlessness is "the 
expectancy or probability held by the individual that his 
behavior cannot determine the occurrence of outcomes, or 
reinforcements he seeks" (p.784). 
Since sixty-seven percent of nurses are employed by 
hospitals (Department of Health and Human Services [DHHS], 
1990) it is important to look at this population for 
information concerning sense of power. Rather than being 
treated as integral parts of the health care system, 
nurses have been treated as dispensable commodities. The 
value of such (commodity) is reflected in salary, role in 
the hospital organization and interaction with management 
and physicians (Gorman, Time, March 14, 1988). Although 
the health care system in actuality is dependent upon the 
services of nurses, nurses have been made to feel 
dependent upon the system (Kalisch & Kalisch, 1978). 
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The education of nurses has been responsible in part 
for the dependent status of the profession. Nursing 
education was controlled by physicians and hospital 
administrators who perpetuated an apprenticeship system 
for the economic advantage of the hospitals (Ashley, 1976, 
1980) until the 1960s when education began to move to 
colleges and out of hospitals. This early influence still 
has an impact on the profession. 
Nurses need to recognize their politically powerless 
position in the hospital setting. To be powerful nurses 
may need to learn through education and experience how to 
make organizational changes. 
They must recognize the importance of their 
professional services. Nurses must have 
power in order to work effectively within 
hospitals, to determine how resources will be 
distributed, specifically, how monies are 
allocated, how services are provided, and how 
manpower is utilized. Power is also needed 
to implement both current standards of care 
and new modalities of care (Bowman and 
Culpepper, 1974, p.1056). 
Nurses could benefit by becoming aware that hospitals are 
political systems. The political process of the hospital 
is currently dominated almost entirely by physicians 
(Kalisch & Kalisch, 1978; Porter-0 * Grady, 1987; Porter, 
1991). 
Nursing Theory Which Provides A Human Environmental Link 
The nursing model hypothesized by Rogers (1970) 
indicates that humans and the environment are not 
separable. Rogers shows in her nursing model that humans 
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and the environment are energy fields that constantly 
exchange matter with each other. The organization of the 
energy fields identify them; there are no real 
boundaries. The environment and humans are shown as open 
systems with human and environmental interactions 
continuously creating different patterns (Chandler, 
1986) . 
Rogers (1970) suggests that there are three 
principles of life process: helicy, resonance and 
integrality. Integrality is the part of Rogers' theory 
that was the point of focus for this study. Rogers 
defines integrality as "the inseparability of man and 
environment and predicts that sequential changes in life 
processes are continuous, probabilistic revisions 
occurring out of the interaction between man and 
environment" (p.97). 
The principle of integrality would make it difficult 
to study humans and the environment separately. Chandler 
(1986) studied the principle of integrality through the 
use of Kanter's (1977) organizational behavior theory. 
Chandler was able to extend the intimate link between the 
nurse and the environment (hospital/facility) for the 
first time. Chandler feels that the theoretical 
structures of Kanter's model are less abstract than 
Roger's model. 
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The underlying construct of Kanter's theory is 
similar to Rogers. Kanter believes human work behavior is 
a response to internal as well as external stimuli. In 
the context of work, the external stimuli or the work 
structure impacts on people's response to work (Kanter, 
1977). The results of Kanter's (1977) research indicate 
that the variables of opportunity and power are related; 
that is, the presence or absence of opportunity and power 
dramatically affects work behaviors. The structuralist 
view of work (Etzioni, 1969) proposes that certain 
structural supports in an organization affect an 
individual's work behavior. 
Chandler (1986, 1991) goes on to show that the lack 
of power in nurses, caused by lack of structural support, 
produces the same type of powerless behaviors that Kanter 
found in her organizational research studies. According 
to Chandler (1991), structural support pertains to the 
organization's methods of providing the employee with 
information (data, technical knowledge, awareness and 
expertise); opportunity (potential for advancement and 
growth, utilization of new skills and reward for them); 
and support (emotional, caring, guidance, appraisal). 
Powerless behaviors are: low aspirations, low 
motivation, low commitment, low self-esteem, lack of 
risk-taking skills, conservative attitudes, burnout and 
turnover. When this lack of power is attributed to the 
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individual, the structure remains unchanged and the 
behaviors continue. It is imperative, then, that 
organizational factors as well as the nurse’s perception 
of power be measured in order to clarify which factors 
concerning powerlessness are attributed to the 
organization and which are attributed to the nurse. 
Statement of the Problem 
A sense of personal power is repeatedly cited as 
important to the nurse's role as a decision-maker and 
active participant in the health care process. 
Unfortunately nurses often report little sense of power in 
their work environment and this has been identified as a 
contributing factor to a shortage of nurses. The fiscal 
constraints of hospital cost containment place a great 
demand on nurses (Tumulty, 1992). Staff nurses offer 
vital direct patient care yet retention and turnover rates 
are problematic. Little is known about the factors which 
contribute to a staff nurse’s sense of power. 
There is literature which identifies the work 
environment as a contributor to powerlessness due to 
bureaucratic organizational structure. This could be true 
of the hospital environment; however, most research 
focuses on the individual nurse in the equation of 
powerlessness/lack of control in the workplace (Chandler, 
1986). Nurse theorists from Nightingale (Nauright, 1984) 
to Rogers (1970) have recognized the link between 
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patients' care and their environmental conditions. 
Chandler (1986) has extended these theories to nurses' 
sense of power and the work environment. 
There are currently 2.03 million nurses in the U.S. 
and 39,550 in the State of Connecticut. There is a 
projected need for nurses by the year 2020 that will 
exceed the supply available "1990 had 674 total RNs per 
100,000 population to a projected 558" (DHHS, 1990, 
p.VII-28). It is important to understand which factors 
interact to effect a sense of power in staff nurses so 
that educators and administrators of nurses can make the 
necessary changes to attract and retain nurses. There 
needs to be further study to identify specific factors 
which may affect the staff nurse's sense of power. 
Purpose 
The purpose of this study was to identify those 
factors which are associated with a staff nurse's sense of 
power--personal and organizational. Four groups of 
factors, singularly and in combination, were examined: 
personal characteristics, organizational structure, 
decision-making factors and relationships with physicians. 
Need for the Study/Significance 
Staff nurses' sense of power has not been studied in 
depth. The nursing shortage brings to light the need to 
explore any possible avenue to help identify needed 
changes (Smeltzer, 1991). Studies have been done on this 
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topic, but most of them were with administrative levels of 
nurses or a mixture of levels of nurses, both staff and 
administrative (Chandler, 1986; Prescott & Dennis, 1985; 
Sands & Ismeurt, 1986; Tibbies, 1983; Young, 1980). There 
is a need to examine individual and organizational factors 
together for their combined effect on the staff nurse's 
sense of power. 
Previous studies have not examined all of the 
variables that pertain to the staff nurse's perception of 
the job or structural attributes of nursing units 
(especially administrative and physician support) 
that relate to the nurse's sense of power. Tibbies (1983) 
used a multivariate technique in the analysis of data. 
This study identified additional factors and more 
specifically analyzed relationships between a nurse's 
sense of power and workplace factors. A diverse 
population of nurses throughout the State of Connecticut 
were tested. 
Nursing educational systems have been remiss in 
preparing nurses to thrive despite the politics of the 
hospital organization. Political success requires a broad 
base of political training and knowledge (Tibbies, 1983). 
This study will provide nurse educators with a better 
appreciation of the organizational and personal variables 
that affect staff nurses' perceived sense of power. 
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Knowledge of which factors interact for nurses to 
establish power bases may contribute to functioning 
effectively in hospital organizations. 
Overview of the Research Design 
This study is classified as ex post facto research. 
This type of research was chosen because the nurse's sense 
of power had already been established at the time the 
questionnaire was completed and the variables could not be 
manipulated. A survey approach was used to obtain data 
for this study. First, a list of currently registered 
nurses in the State of Connecticut was obtained. A random 
sample of 500 nurses was chosen and questionnaires mailed 
to their homes. One hundred sixty-nine nurses responded. 
There are three sections to the questionnaire. 
Section I (A) was answered by nurses who are not 
currently in the position of staff nurse (see Appendix 
B). These questions pertain to the reasons for leaving 
the staff nurse position and the respondent's current 
employment status. Section I (B) pertains to demographic 
data and was completed by all respondents. 
Section II (A) pertains to the hospital 
organizational structure, e.g., type, size and type of 
nursing practiced. Section II (B) pertains to nurses' 
decision-making factors and relationships with 
physicians. The last section, Section III, is Guilbert's 
(1979) revised Health Care Work Powerlessness Scale 
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(HCWPS) (see Appendix B). This is a valid instrument that 
measures the variable "feelings of powerlessness" in 
health care work settings. After the data was collected, 
it was coded and entered in the SAS (Statistical Analysis 
System) system and then analyzed. A correlation was run 
to detect any relationship between the score on Guilbert's 
scale and all of the other variables to test the null 
hypotheses. 
Limitations 
Following are some possible shortcomings concerning 
the internal and external validity of this study. 
External Validity 
The sample of staff nurses was limited to staff 
nurses who responded to the mailed questionnaire. The 
response rate is always a concern (33%). The geographic 
area was limited to nurses in the State of Connecticut and 
may not be generalizable to nurses in other areas. 
Internal Validity 
This was an ex post facto design and was limited in 
relation to the design. These limitations may include 
(1) an inability to manipulate independent variables, (2) 
lack of power to control confounding variables, (3) risk 
of improper interpretation of results and (4) lack of 
power to control non-respondents. 
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The present study addresses the limitations of 
previous studies by (1) selecting staff nurses as a sample 
for the study amd (2) observing individual and 
organizational factors both separately and in 
combination. This study provides information about 
factors that impact on a nurse's sense of power. 
Guilbert's HCWPS (1979) tool containes forced choice 
questions which may limit the range of responses. Some of 
these questions could be seen as extreme statements (e.g., 
"It's silly to think someone like myself . . . ") and may 
have influenced the responses. 
Terminology of the Study 
For the purpose of this study, the following terms 
which were used will be described. 
Definitions 
Power "is the ability to get things done, to 
mobilize resources, and to get and use whatever it is that 
person needs for the goals she or he is attempting to 
meet. When more people are empowered—that is, allowed to 
have control over the conditions that make their actions 
possible--then more is accomplished" (Kanter, 1977, 
p.166). 
Sense of Power is measured by Guilbert's HCWPS and 
is represented by a score on a scale of zero (0) to 
fourteen (14). A higher score represents a greater sense 
of powerlessness than a lower score. This term is used 
also as the nurse's perception of power. 
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Powerlessness is the converse of power and a variant 
of alienation. "It is the expectancy or probability held 
by the individual that his own behavior cannot determine 
the occurrence of the outcomes, or reinforcements, he 
seeks" (Seeman, 1962, p.784). It is on a continuum with 
power and is inseparable. 
Type of Basic Education refers to the educational 
preparation of nurses in this study. (A) Diploma (offered 
by hospital-based training programs), was the first way 
historically that nurses were educated. This type of 
education still remains, but is not recommended by the 
American Nurses Association. (B) Associate Degree (A.D.N. 
or A.S.) refers to a two-year program at community 
colleges which also prepare individuals for the Registered 
Nurse Examination. (C) Baccalaureate Degree (B.S.N./B.A) 
is a four-year program which offers a background in 
liberal arts as well as science and preparation for the 
Registered Nurse Examination. (D) Masters Degree (M.S.) 
is a special program for people who have a bachelors 
degree in another area and enter nursing through the 
master's level and a Registered Nurse Examination. These 
are all possible routes to enter the practice of nursing. 
This has been problematic for the profession, as other 
professions have a very clear educational route for entry 
into practice. 
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Present Educational Level refers to the highest 
educational degree earned. 
Staff Nurse is a Registered Nurse who is or has been 
employed within a health care facility as a 
non-management, direct patient care provider. 
Size of Facility refers to the number of patient beds 
in the facility. Small facilities have 0-199 beds, medium 
facilities have 200-399 beds and large facilities have 
over 400 beds. 
Type of Facility refers to a general medical center, 
psychiatric hospital, nursing home, veteran's hospital, 
children's hospital or rehabilitation center, or other. 
Type of Nursing refers to one of the following. (A) 
In Team Nursing one nurse is in charge of a team with 
other care-givers as her/his responsibility during any one 
work shift, such as Licensed Practical Nurses and nurses' 
aides. (B) In Primary Nursing, one nurse is responsible 
for the twenty-four-hour-a-day care for a given number of 
patients and is adjunct to cover for others when 
necessary. (C) In Functional Nursing, assignments are made 
by a charge nurse for any given shift based on the unit's 
needs and number of staff available. 
Type of Unit refers to the type of specialty area in a 
hospital. It may be an intensive care unit, where there 
is traditionally higher staff to patient ratio; or it may 
be a medical surgical unit, which encompasses any possible 
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medical or surgical patient; or it may be a pediatric or 
psychiatric unit. There are other types of units such as 
a rehabilitation unit, obstetrical unit, neurological unit 
or perhaps the operating or emergency room. 
Decentralized Units are those that are controlled at 
the unit level. This is one way in which nursing has 
tried to incorporate participative management. The 
decisions made at the unit level may concern budget or 
staff. Questions arise as to whether this is truly 
practiced effectively at this time. 
Professional Relationships with Physicians refers to 
the self-reported perceptions of the physician's respect 
or regard for the nurse in the clinical setting. Four 
components are considered. (A) How likely is it that 
physicians are available to discuss patient care, e.g., 
patient care conferences? (B) What is the staff nurse's 
satisfaction with professional relationships with 
physicians, e.g., is she/he treated respectfully? (C) How 
often does the staff nurse perceive that jokes of a sexual 
nature occur? (D) How often does the staff nurse need to 
play the "doctor-nurse game"? 
Doctor-Nurse Game refers to a nurse making suggestions 
rather than statements so that the physician will think 
that he/she is in control. 
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Hypotheses 
The hypotheses in null form follow: 
HO 1. There is no significant relationship between a 
staff nurse’s sense of power and the following personal 
factors. 
1. Age 
2. Sex 
3. Type of basic nursing education 
4. Present education level 
5. Membership in professional organization 
6. No longer employed in nursing 
HO 2. There is no significant relationship between a 
staff nurse's sense of power and the following 
organizational factors: 
1. Size of facility 
2. Type of facility 
3. Type of nursing practiced 
4. Decentralization 
5. Mandatory rotating shifts 
6. Percent increased workload on weekends 
7. Type of nursing unit 
HO 3. There is no significant relationship between a 
staff nurse's sense of power and the following 
decision-making factors: 
1. Being pulled to another unit- 
2. Control over the number of patients assigned 
3. Support of nursing administrators 
4. Opportunities to meet with other nurses 
5. Opportunities to participate on decision-making 
committees 
6. Staff backup while attending meetings 
7. Recommending nursing as a career 
8. Educational preparation for politics in the 
workplace 
HO 4. There is no significant relationship between a 
staff nurse's sense of power and the interactions with 
physicians. 
1. Physician availability 
2. Physician respect of the nurse 
3. Physicians treatment of females by using sexist 
humor 
4. "Doctor-nurse game playing" 
CHAPTER II 
THEORETICAL FRAMEWORK AND REVIEW OF THE LITERATURE 
This chapter discusses the theoretical framework for 
this study and a review of the literature related to four 
categories of variables in relationship to a staff nurse's 
sense of power. 
The theoretical framework is derived from three 
related concepts: power theory, the concept of 
powerlessness and organizational politics. This framework 
is presented first and the review of the literature 
related to the variables selected for this study is 
presented second. The review of the literature is 
organized into four sections: Personal Characteristics of 
Nurses and Sense of Power, Organizational Factors and 
Sense of Power, Decision-making Factors and Sense of Power 
and Professional Relationships with Physicians and Sense 
of Power. 
Theoretical Framework 
Power Theory 
Power is a concept that has been scrutinized by 
professionals of many disciplines, e.g., management, 
psychology, sociology and education. For the purpose of 
this study power has been defined as the ability to get 
things done, to mobilize resources and to get whatever it 
is that is needed to achieve goals (Kanter, 1977). 
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In order to clarify the concept of power further, some 
additional definitions were examined. Psychologists 
French and Raven (1959) are probably the most widely known 
for their "bases of social power". They identified the 
five bases of power as reward power, coercive power, 
legitimate power, referent and expert power. Reward power 
is the ability of an individual to provide rewards to 
another person. Coercive power is the ability of an 
individual to utilize threat to obtain another's 
compliance. Legitimate power is based on an individual's 
position as leader to influence others. Referent power 
derives from an individual's desire to identify with 
groups or individuals. Expert power is based on the 
individual's knowledge and skills, or the perception by 
others of the person's competence. 
Power bases used by individuals and groups within 
organizations may vary. The personal and organizational 
characteristics may influence the individual's use of 
power bases. In nursing, coercive, reward and legitimate 
powers are specified by the individual's position in the 
organization, while referent and expert power bases are 
dictated primarily by personal characteristics (Arndt & 
Huchabay, 1980; Tibbies, 1983). 
Kanter (1979) has suggested additional power bases: 
position, resources, information and support. Positional 
power refers to the individual's location in the formal 
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and informal organization system. Resources are 
materials, money and personnel support needed to get the 
job done. Information can refer to data, technical 
knowledge, political awareness and expertise. Support may 
consist of feedback, guidance or direct assistance. 
McFarland and Shiflett (1979) describe a power base of 
association in their study. This type of power arises 
from a close affiliation with a powerful individual or 
group. This is much like the referent power discussed by 
French and Raven (1959). 
Minton (1972) described four distinct aspects of 
power: motivational, manifest, subjective and potential. 
Motivational power is the desire to obtain social 
compliance. Manifest power is the actual implementation 
of intentions. Subjective power is simply one's own 
evaluation of how she/he effectively implements 
intentions. Potential power is the power of possibilities 
and predictions for future situations. 
Lawless (1972) has identified the function of power as 
the "intent of one person to influence the behavior of or 
the events controlled by another person" (p.232). He 
developed the relationship quality of power. Power is not 
seen as belonging to a particular individual, but as 
growing out of interactions. Therefore, power is not 
considered to be static, but rather an element of group 
dynamics. 
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Clark (1974), Tawney (1951) and McMurry (1973) have 
similar definitions, which state that power is the 
capacity to modify the conduct of others in a desired 
manner together with the capacity to avoid having one's 
own behavior modified in an undesirable way. Clark 
expands on this definition by adding that power permeates 
every aspect of human life; he considers it (power) to be 
amoral as it can be used rationally or irrationally. 
McClelland (1975) distinguishes between oppressive and 
productive power: 
the negative face of power is characterized by a 
dominance submissive mode; if I win, you lose . . . 
people who lose feel they are treated as pawns and 
tend to be passive and useless to the leader. Slaves 
are the most inefficient form of labor ever devised by 
man . . . (p.236). 
He believes that "if a leader wants to have far 
reaching influence he cannot be a slave holder, he must 
make his followers feel powerful and able to accomplish 
things on their own (McClelland, 1975, p.236). 
Another concept which deals with power as a form of 
control is that presented by Rotter (1966). He developed 
the theory of Internal-External Locus of Control in 
individuals. 
The internally controlled person is one who perceives 
events as contingent upon his or her behavior. The 
externally controlled person is one who perceives the 
events of his life as totally unpredictable, or as the 
result of luck or chance of fate (Rotter, p. 1). 
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This may relate to the individual characteristics that 
have an impact on a nurse’s perception of power. 
Claus and Bailey (1977) conceptualized the areas of 
power, authority and influence for nurses in their book 
Power and Influence on Health Care. They have a positive 
definition of power. Claus and Bailey describe power as 
having the ability based on strength; willingness based on 
energy; and action that yields the results. This theory 
of power is fundamental to their text. 
Giving consideration to the many definitions and 
parameters of power, Kanter (1979) describes best the 
productive use of power. For nurses this idea could open 
new ways to deal with the power structure of hospitals 
(Ferguson, 1985). 
Powerless people are usually the last ones to whom 
anyone wants to entrust more power, for fear of its 
dissipation or abuse. But those people are 
preciselythe ones who might benefit most from an 
injection of power and whose behavior is likely to 
change as new options open up to them . . . leaders 
who feel secure about their own power outward--their 
lines of supply, information, and support—can see 
empowering subordinates as a gain rather than a loss. 
The two sides of power (getting it and giving it) are 
closely connected (p.73). 
Describing the importance of power, Kotter (1977) 
states that the experienced power wielder knows there are 
many forms of power and will use more than one, if 
necessary. A quest for personal power must be made on 
their personal appeal to the individual. Powerholders 
know what motivates people. Korda (1979) in his book 
Power, How to Get It: How to Use It. points out that 
powerful people have the ability to dramatize themselves 
and their actions so that all events acquire meaning. 
They know how to publicize the "right” situations and 
appear to solve crises. 
The way in which power is used is illusory. Power is 
however, a real quality. The ability to influence, the 
ability to exercise sanction must be recognized as power. 
Powerful people have a grasp of what methods of influence 
must be used and at what risk in a given situation. Powe 
may take on many forms, prestige, status, information, 
money, sex, affection, position or anything else people 
seek. The individual's personal power or personal 
strength is seen by many scholars of power as the most 
important factor in being powerful (McClelland, 1975; 
Korda, 1975; Claus & Bailey, 1977). 
Powerful people may have the same fears and 
inadequacies as others have, and feel the same pain of 
failure, but they do not allow these to linger. The 
personal strength is derived from a strong and realistic 
self-concept, which involves awareness of strengths as 
well as weaknesses. 
But in order to be successful in using power, 
one must have a sense of power. It is 
necessary to project an image of staunch 
self-confidence and a belief that others depend 
on you (Maraldo, 1985, p.66). 
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Power is also seen through interdependence, collective 
action and mutual support. Sharing offers a "positive 
sum" power base in which the whole is greater that the sum 
of its parts. This approach differs from the "zero sum" 
power base, in which a system has a fixed amount of power 
(Beck, 1982). Knowledge is also recognized as powerful. 
A newer concept in the nursing profession is that there is 
power in caring. Benner, (1984) writes: 
I am concerned when I hear nurses say that the 
very qualities essential to their caring role 
are the source of their powerlessness in the 
male-dominated hospital hierarchy. Such a 
statement disparages feminine qualities and 
elevates a masculine view of power, one that 
emphasizes competitiveness, domination, and 
control (p.207). 
Benner (1992) believes that caring has the power to 
heal. By establishing a healing relationship and creating 
a healing climate one has the participative/affirmative 
power of caring. 
To abandon the power inherent in caring relationships 
is to . . . become alienated from our own identify and 
to thwart our own excellence. Ultimately, our power 
in terms of mastery, status, and control over our own 
practice depends on excellence (Benner, 1984, p.216). 
A review of the literature shows that power, or 
empowerment, "is a complex and multi-dimensional concept" 
(Gibson, 1991). To adopt an empowerment model for 
nursing, a radical shift in education and practice needs 
to occur. 
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Concept of Powerlessness 
There is more literature available on the concept of 
power than there is on that of powerlessness. The 
construct of powerlessness developed by Seeman (1959) 
closely parallels Rotter's (1966) "Internal Versus 
External Locus of Control Theory". Seeman, however, 
further expands his theory of powerlessness. He defines 
powerlessness as one of five components of alienation. 
The others are: meaninglessness, normlessness, isolation 
and self estrangement. He defines powerlessness as "the 
expectancy or probability held by the individual that his 
own behavior cannot determine the occurrence of outcomes, 
or reinforcements he seeks" (Seeman, 1959, p.784). 
Seeman (1959) defines the other elements of 
alienation. Meaninglessness is described as confusion 
about what one, as an individual, should believe. 
Normlessness is defined as "given goals [that] are 
achieved through the expectation that socially 
unacceptable behaviors are a requirement for the 
attainment of them" (p.798). The last aspect of 
alienation is self estrangement. This, he says, is the 
"inability of the individual to find self reward" (p.790). 
In Moeller and Charter's 1966 study on teachers' sense 
of power, they distinguished between power and sense of 
power. They used Seeman's definitions of 
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powerlessness, but suggested that a subjective sense of 
power is rooted in both situational determinants and 
personal response. They further criticized Seeman's 
definitions on three points. They questioned to what 
extent an individual's sense of power is affected by 
earlier life experiences and brought to the organization. 
Second, Seeman does not discuss the particular factors of 
organizational life in which powerlessness is 
experienced. Third, Seeman does not discuss the issue of 
the relationships between feelings of powerlessness and 
the objectivt situatien of power. 
Kanter (1979) also examines the problems created by an 
individual's feelings of powerlessness within an 
organization. She finds that ineffectiveness in an 
organization arises from feelings of powerlessness. Job 
factors that lead to these feelings are cited as: 
numerous predecessors, many rules, a great 
number of routines, many rewards for 
reliability and predictability, and countless 
approvals for making non routine decisions 
(p.67). 
Kanter believes that it is possible that the position and 
not the individual determines a sense of power or 
powerlessness, and that all these factors hinder 
individuality and creativity. 
DeCharm's (1968) Origin-Pawn Concept seems to be 
similar to Rotter's (1966) Locus of Control Theory. The 
Origin aspect of his theory resembles the internal locus 
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of control or perceived power; the Pawn aspect resembles 
the external locus of control or perceived powerlessness. 
DeCharms and Rotter show the connection between power and 
powerlessness. Young (1980) makes a case based on this 
data that it is difficult to isolate either aspect of 
power or powerlessness because they appear to be on a 
linear continuum. 
Kanter (1979) makes the case that the powerless lack 
supplies, information, or support to make things happen 
easily. 
They may turn to the ultimate weapon of those 
who lack productive power--oppressive power: 
holding others back and punishing with 
whatever threats they can muster (p.67). 
This information can be kept in mind while thinking 
through long range plans to solve the systemic shortage 
and turnover rate of nurses in the hospital system (Booth, 
1983; Smeltzer, Tseng & Harty, 1991). 
Organizational Politics 
There are many definitions of organizational 
politics. Mayes and Allen (1977) have surveyed the 
literature concerning this topic. They identify influence 
as the key issue seen in organizational politics 
literature. Influence is not always intentional and 
politics implies intentional influence maneuvering 
(Tibbies, 1983). 
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Power and control are discussed also as important 
issues in the study of organizational politics. Cobb and 
Margulies (1981) define organizational politics as ’’the 
use of power to modify or protect an organization’s 
exchange structure” (p.50). They define an exchange 
structure as those with authority or having authority to 
decide for what purposes resources will be used. This 
definition does not define organizational politics as 
either good or bad. 
Competition for power is common to all political 
structures (Santora & Steiner, 1982). The literature 
shows that organizations are political structures in that 
they provide a base for the development of careers and a 
platform for the expression of individual interests and 
motives (Tibbies, 1983; Tumulty, 1992; Wiens, 1990). 
Power accumulation is essential for changing individual 
interests into activities which influence other people 
(Zaleznik, 1970). 
Grimes (1978), Schein (1977) and Kanter (1979) found 
that the bases of power are resources. These bases of 
power may be controlled by an individual’s position in the 
organization or by personal characteristics. The 
intention of the powerholder may be to achieve personal 
goals which may or may not be congruent with the 
organization's goals. 
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Organizations and the health care delivery system are 
political arenas. Nurses have been advised to become 
politically active (Prescott & Dennis, 1985). 
Nurses need to influence the direction of 
health care in this country, if they will: a. 
stop being so nice, b. deal with politics of 
resource allocation, c. rally the voting and 
financial power of the women of the nation, 
(Hoyte, 1990, p.ll). 
Review of the Literature 
The review of the literature concerning variables in 
this writer's hypotheses will be presented in the 
following manner. There are four major areas: personal 
characteristics of nurses and sense of power, 
organizational factors and sense of power, decision making 
factors and sense of power, and professional relationships 
with physicians and sense of power. In these sections 
some variables will be spoken to directly and some will be 
combined in an overview, as the literature does not deal 
with them specifically. 
Personal characteristics of nurses and organizational 
factors are interrelated in much of the literature 
concerning power. The following variables concerning 
personal characteristics included in this study are: sex, 
age, type of basic nursing education, present educational 
level and membership in professional organizations. The 
organizational factors are: size of facility, type of 
facility, type of nursing practiced, decentralization, 
mandatory rotating shifts, percentage increase in weekend 
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workload and the type of unit (see Definition of Terms for 
further clarification). 
There are two remaining areas that this study 
explored. The first is a section concerning the staff 
nurse’s sense of power and the following decision-making 
factors: being pulled to another unit; having control of 
number of patients assigned; having support of nursing 
administrators; having opportunities to meet with other 
staff nurses (formally and informally); having 
opportunities to participate on decision-making 
committees; having staff backup while attending meetings; 
willingness to recommend nursing as a career, and having 
educational preparation for politics in the workplace. 
The second section explored the relationship between a 
nurse’s sense of power and interactions with physicians. 
These variables are: physician availability; physician 
respect of the nurse; physicians' treatment of females by 
using sexist humor; and the use of "doctor-nurse game 
playing”. 
Personal Characteristics of Nurses 
and Sense of Power 
Sex 
Throughout this study, the literature concerning 
nurses and power is influenced by the cultural factors 
which affect women in this society. Ashley (1976), in her 
book Hospitals, Paternalism and the Role of the Nurse, 
31 
writes that ’’nursing more than any other profession has 
been greatly influenced by social conceptions about the 
nature of women" (p.7). This is particularly relevant 
today as 96.4% of this nation's 2.1 million nurses are 
women (DHHS, 1990). 
Many of nursing's difficulties reflect women's 
problems in general. Modern nursing began in the early 
1900s when norms dictated that women's role was to serve 
men's need and convenience. Nursing continued along this 
line, thus, creating medicine's (men's) struggles to 
dominate nursing (women) (Ashley, 1976), resulting in 
oppression (Roberts, 1983). 
In order to better understand the concept of nurses as 
an oppressed group, it is important to review the model of 
oppression outlined by Freire (1971), who identified 
behavioral patterns common to oppressed groups. He 
states: 
The oppressed, having internalized the image of 
the oppressor and adopted his guidelines, are 
fearful of freedom . . . Freedom would require 
them to reject this image and replace it with 
autonomy and responsibility. Freedom is 
acquired by conquest, not by gift. It must be 
pursued constantly and responsibly. Freedom is 
not an ideal located outside of man; nor is it 
an ideal which becomes myth. It is rather the 
indispensable condition for the quest of human 
completion. Only as they discover themselves 
to be "hosts" of the oppressor can they 
contribute to the midwifery of their liberation 
biodegradability they and their oppressors are 
manifestations of dehumanization in action 
(p.31). 
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Roberts (1983), in her article "Oppressed Group 
Behavior: Implications for Nursing," writes that groups 
are oppressed because they are controlled by external 
forces that have greater prestige, power and status, and 
who exploit the less powerful group. She uses Freire's 
work to examine oppression of nurses. She explains that 
"nurses have accepted the fact that if they could attain 
the characteristics of the powerful (physicians), or 
professional status, they too would be powerful" (p.26). 
Freire (1971), has pointed out that: 
the major characteristics of oppressed 
behavior stem from the ability of the dominant 
group to identify their norms and values as 
the "right ones" in the society . . . the 
dominant group looks and acts differently from 
the subordinate group (i.e., black versus 
white, men versus women), and these 
characteristics of the subordinate goup become 
negatively valued. This attribution of 
values, over time, contributes to the 
maintenance of the status quo. The 
subordinate group, like its oppressor, 
internalize these norms and believes that to 
be like the oppressor will lead to power and 
control (p.31). 
In nursing, oppression comes from the patriarchal 
type of prejudice. Such prejudice appears where males in 
nursing, although in the minority, benefit from their 
associative power with the male system. Males in nursing 
are advanced along assumptions of maleness even in the 
female world. Their colleagues are more likely to 
tolerate assertive behaviors and the attitudes of 
leadership from a male than from a female; the men in 
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nursing are able to move up the supervisory ladder more 
rapidly than their female peers of equal education and 
competence (Fenner, 1980). Fenner states: 
There is a kind of perjurative conjugation at 
work; he is persistent, aggressive, ambitious; 
she is stubborn, pushy, and overreaching. He 
is on good terms with administration, she 
plays up to the administrator. Like Caesar’s 
wife, a female nurse who aspires to 
advancement must be above and beyond reproach 
(p.92). 
The difficulties for the women in the nursing profession 
becomes clearer as these social factors are examined. 
Cleland (1971), a nurse who was one of the first to 
write on the issue of sexism in nursing, suggested that 
nursing, in its utter isolation from all vestiges of 
power except in its own group, can be likened to the 
exploitation of blacks in our culture. With women, as 
with blacks, dominance is most complete when it is not 
recognized. Therefore, if one does not acknowledge one's 
own oppression, autonomy is difficult to achieve. 
Cleland (1971) asserts that: 
Nursing autonomy is a false promise. 
Administrative positions are only available 
through male sanctions within the medical, 
hospital, and educational administrations 
(p.1544). 
She subscribes to the belief that the socialization 
process of the female child within the culture contributes 
greatly to the typical "submissive woman". Further, she 
believes that: 
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Leadership deficits are most apparent in the 
areas of decision-making, communicating needs, 
obtaining resources, establishing and 
maintaining professional standards, and 
functioning within the economic system 
(p.1545). 
Grissum and Spengler (1976) agree with Cleland's and 
Ashley's beliefs concerning female conditioning. They all 
believe this conditioning has decreased power usage by 
nurses. Grissum and Spengler note that "the word 'power' 
itself may produce anxiety in women. Nurses may not use 
the power essential to growth or maintenance of positions" 
(1976, p.193). That is, they are held back by their own 
lack of knowledge concerning organizational politics 
(Jenkins, 1991; Mauksch, 1990). 
Lemkau (1980) also makes the case that: 
Nursing is a traditional female occupation, 
which is compromised by low income, and 
status, underutilization of one's ability, 
lack of autonomy, and absence of meaningful 
decision-making responsibilities . . . that 
top administrative posts in nursing are 
disproportionately held by men" (p.116). 
This perpetuates the cultural standard of males 
supervising females. 
Women need to have positions of power and be aware of 
behavior that oppresses themselves and other women. 
Roberts (1983) defines "marginal behavior", as taking on 
the characteristics of the dominant group. She states: 
Nurses have recently been encouraged to become 
'bicultural' to cope with the difficulty of 
adjusting to the hospital culture after being 
educated in a nursing culture. Viewing the 
concept of biculturalism in a oppression 
framework, it looks as though it is being 
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suggested that nurses become marginal to 
survive in and be rewarded by the dominant 
culture. The hope accompanying this 
exhortation is that a nurse who is accepted by 
the other culture will be powerful (p.26). 
Unfortunately for many nurses, power may be seen as 
undesirable because of its relationship to dominance and 
submission (McFarland and Shiflett, 1979). However, if 
nurses are to control their own practice, they need 
actual, participative power to determine how money is 
budgeted, how resources are allocated and how staff is 
utilized. They need power to implement both current 
standards of care and new modalities of care (Bowman &, 
Culpepper, 1974; Maas, & Jacobs, 1977; Maraldo, 1985; 
Munn, 1976) . 
An article in Nursing and Health Care (Bennet, 1988) 
discusses comparable worth as both a woman's issue and a 
nurse's issue. 
Because nursing is considered women's work, 
the challenge of comparable worth is more 
evident in it than in any other profession. 
In fact, no other profession has as much of an 
incentive to fight for pay equity" (p.245). 
Treiman and Hartman (1981) go on to make a case that much 
of the literature dealing with comparable worth shows 
nursing as one of the most underpaid jobs in relationship 
to its demands. Women's earnings suffer because they 
remain committed, steady, able workers, even when wage and 
promotional incentives are low. In other words, nurses 
are not fairly compensated due to their choice of a female 
profession. 
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Women's conditioning perpetuates their loyalty to 
organizations which oppress them in the face of great 
financial inequities. Nurses' loyalty to patients and the 
system are some of the reasons hospital administrators 
have been able to ignore the problems facing nurses. 
Gender related roles have been considered negative 
influences on the nursing profession's lack of power, and 
they contribute to the dependent, passive and conforming 
behavior of nurses in general (Roberts, 1983). 
Ashley (1980) believes that feminism is a solution to 
the oppression of nurses. She agrees with Adrienne Rich's 
definition of feminism: 
Feminism means finally that we renounce our 
obedience to the fathers and recognize that 
the world they have described is not the whole 
world. Masculine idealogies are the creation 
of masculine subjectivity; they are human. 
Feminism implies that we recognize fully the 
inadequacy for us, the distortion, of male 
created ideologies, and that we proceed to 
think, and act, out of this recognition (Rich, 
1979, p.207). 
Age and Education 
Another factor which may influence a nurse's sense of 
power is age. Tibbies (1983) suggests that age may also 
have a connection to the level of the nurse's education. 
Bazemore (1975) in her study reports the highest 
feelings of power in teachers and administrators who are 
over thirty years old. In Young's (1980) study and 
Tibbies' (1983) study they both find, like Bazemore, that 
an increased sense of power exists in those with increased 
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age. Young studied 569 nurse administrators in Texas. 
Tibbies (1983) studied 258 head nurses in hospitals in 
Connecticut. 
A DHHS (1985) sample survey show that older nurses are 
leaving the profession at higher rates than previously 
noted. That leaves a greater number of nurses, who are 
active in the profession, under the age of fourty. 
Therefore, this exodus could create a larger group of 
nurses with greater feelings of powerlessness. This may 
change as the 1989 (A Commonwealth Fund Paper) data shows 
older individuals are entering the profession. In 1970, 
only 10% of nursing graduates were over the age of thirty; 
in 1986, 35% were over thirty. 
A significant personal factor in relation to sense of 
power is education. Higher education or more in-depth 
training have usually been found to produce a greater 
sense of power in the individual (Bazemore, 1975; 
Campbell, Gurin, & Miller, 1974; Tibbies, 1983; and Young, 
1980). 
According to a 1990 national sample survey of 
Registered Nurses, 48% of nurses still have their basic 
educational preparation in diploma programs. These are 
educational programs provided by hospitals and not by 
colleges. Associate Degrees are held by 28.3% as their 
highest level, while another 22.2% have declared the 
Baccalaureate Degree to be their highest level. The 
Master of Nursing Degree is held by only 0.1% nationally. 
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The nursing literature repeatedly shows that the 
majority of nurse managers are inadequately prepared 
(LaRochelle, 1978; Leininger, 1978; Manez, 1978; Tibbies, 
1983; Young, 1980). LaRochelle (1978) studied nurse 
managers in Connecticut hospitals and reported that the 
majority of head nurses were diploma school graduates, 
76% and 5.8% held Associate Degrees, 15% were 
Baccalaureate graduates in Nursing and 2.3% held Master’s 
Degrees in Nursing. Tibbies (1983), in her study, found 
in the head nurse survey of 258 nurses the highest levels 
of education attained were 55.8% Diploma, 12.4% Associate 
Degrees, 19.8% Baccalaureate graduates in Nursing, 5.1% 
Master's Degrees in Nursing. 
These levels of education sharply contrast with the 
educational level of physicians with Medical Degrees and 
hospital administrators who usually hold a Master of Arts 
Degree (Porter, 1991; Tibbies, 1983). Therefore, nurses, 
(women) possess lower educational levels, are less 
experienced and belong to a younger population. All of 
these factors contribute to a picture of a profession that 
has many of the necessary components for a powerless 
group. 
Membership in Professional Organizations 
The professional organization for nurses in the United 
States is the American Nurses Association (ANA). The ANA: 
"works for the improvement of health standards 
and the availability of health care services for 
all people; fosters high standards of nursing; 
stimulate and promotes the professional 
development of nurses; and advances their 
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economic and general welfare" (Kalisch & 
Kalisch, 1982). 
This organization also provides certification for advanced 
practitioners in nursing as well. There are many other 
organizations for nurses, but ANA is looked to as the 
"professional" source on nursing and health care issues, 
Santora and Steiner (1982), and Young (1980) found 
that membership in a professional organization increased a 
nurse's sense of power. Young concluded that nurse 
administrators who held membership in their professional 
organization, ANA, had a feeling of increased power. This 
may be reflective of the administrative position held by 
the nurse. Tibbies (1983) was unable to show a 
relationship between ANA membership and increased sense of 
power in head nurses in Connecticut. 
Professional organizations provide an important voice 
for nurses. Membership in these organizations and 
coalition formation are all effective means for obtaining 
power (Leininger, 1974; Kalisch & Kalisch, 1982; McFarland 
& Shiflett, 1979; Young, 1980). 
Kalisch and Kalisch (1982) discuss the concept of 
alienation as Seeman (1959) has done. They discovered 
that nurses have a tendency to belong to fewer groups than 
other professionals. Powerlessness is one facet of 
Seeman's Theory of Alienation. Kanter (1977) found an 
increased sense of powerlessness in individuals who cannot 
form alliances. Many nurses do not recognize that as a 
unified group they have great collective power (Bowman & 
Culpepper, 1974; Tibbies, 1983). The membership of ANA 
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was only 9.9% in 1991. There are 2.1 million nurses in 
the United States. This is reflection of the lack of 
political awareness possessed by nurses as a group. 
Organizational Factors and Sense of Power 
Tibbies (1983) states that results from several 
studies suggests that it is factors within the 
organization that generate feelings of powerlessness among 
members (Bazemore, 1975; Kanter, 1977; Moeller & Charters, 
1966; Seeman, 1959). Kanter (1977) has shown that 
structural factors within organizations can cause feelings 
of powerlessness in individuals as well. Grimes (1978) 
discussed the issue of societal control as 
authority/power. There are many and complex facets to 
organizational behaviors. Some of the following factors 
will be explored through the literature. 
Size of Facility 
Literature shows that hospitals are highly complex 
organizations. Studies by Aiken and Hage (1966) and 
Perlin (1962) support the viewpoint that highly formal 
centralized organizations that permit little autonomy and 
little decision-making are more likely to have workers 
with higher rates of alienation (Tibbies, 1983). Santora 
and Steiner (1982) found that urban school nurses held 
higher powerlessness scores than rural school nurses. 
They felt that the reason for this may be that larger 
urban school systems are usually more bureaucratic than 
rural schools. Repressive authority seems to be a common 
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element in school systems and may be a factor which 
contributes to powerless behavior in hospitals (Dult, 
1981; Georgopoulis, 1972; Godfrey, 1978; Tibbies, 1983). 
The size of a health organization differentially 
affects nurse performance (Dewar & Hage, 1978). But 
relatively little research has been done on the 
relationship between health facility size and nurse’s 
quality of work life. 
Smith and Mitry (1983) discuss the quality of care 
patients can obtain where large size is viewed as a 
variable to work with, rather than against. These authors 
report on an exploratory analysis of the relationship 
between hospital size and nurse's quality of working life 
as operationalized through job satisfaction. They 
discovered that increased tension accompanied the 
increased size and complexity of the hospital; increased 
hospital size allowed for fewer opportunities for 
self-actualization and showed decreased feelings of 
autonomy. 
Not only were there decreased feelings of autonomy, 
but the nurses employed in larger hospitals perceived 
significantly reduced feelings of self esteem, esprit and 
intimacy. These indications of job satisfaction can be 
translated into feelings of powerlessness. 
Since 68% of all nurses are employed by hospitals, 
this is particularly relevant. McFarland and Shiflett 
(1978) believe the awareness of sources, uses and abuses 
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of power is vital to the nurse. It is important for 
nurses to acquire power in order to function effectively 
in this complex organization (Smith, 1985; Wiens, 1990). 
Kalisch and Kalisch in 1982 predicted correctly that 1990 
health care costs would exceed 11% of the Gross National 
Product. Hospitals are a large industry with all of the 
intricacies of other large businesses. With the awareness 
of the factors that influence organizational politics, 
nurses can begin to make changes which will improve the 
profession and provide the best health care to the public. 
Type of Facility 
There are many types of facilities where nurses are 
employed. Staff nurses may be found in general hospitals, 
children's hospitals, veteran's hospitals, psychiatric 
hospitals, detoxification drug rehabilitation hospitals, 
or other facilities. Hospitals consist of many sub-unit 
specialty areas. The literature produces inconclusive 
evidence to show any relationship between a nurse's sense 
of power and the type of facility in which she/he is 
employed. This writer included "type of facility" so that 
further information may be gained. 
Type of Nursing 
Primary Care Nursing and Decentralization are two ways 
in which the nursing profession and hospitals have 
attempted to improve the satisfaction and sense of control 
of nurses employed in hospitals. Other organizations have 
used various types of participative management styles 
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based on studies of organizational behaviorists (Weins, 
1990). These two factors were reviewed in the literature 
to explain and evaluate their relationship to a nurse's 
sense of power in the hospital. 
The literature is replete with information concerning 
participative styles of decision-making as a way to attain 
job satisfaction. Control over work has been a political 
issue since the dawn of time, for such control is a power 
relationship over an experience central to life. Nursing 
as a profession perhaps epitomizes a profession's struggle 
to control its own work (Seavor, 1986). The low level of 
satisfaction nurses express can be seen in frequent 
employment turnovers. These turnovers have often been 
cited as a problem for hospital administrators. The high 
cost of turnover continues to be compounded because 
administrators ignore the cause of the problems facing 
nurses (Smeltzer, Tseng, & Harty, 1991) 
Some of the causes of turnover include frustration, 
boredom, apathy, value conflict, rotation of shifts, 
powerlessness, lack of recognition, "burnout", unrelenting 
stress, low salaries, conflict between professional 
excellence; promotion criteria, poor definition and role 
clarity within the professional heirarchy; and conflict 
between physicians and nurses (Dennis, 1983; Fagin, 1992; 
Vogt, et al., 1983). 
44 
Those people studying participative management have 
found much useful information which could be applied to 
the hospital organization. 
Fifty years of action research has 
demonstrated that participative management is, 
when properly applied, effective in improving 
performance, productivity, and job 
satisfaction . . . Participative management 
has been shown to have positive effects on 
performance, productivity, and employee 
satisfaction because it fulfills the three 
basic human work needs: increased autonomy, 
increased meaningfulness, and decreased 
isolation (Mares & Simmons, 1983) 
Working Together, Employee Participation in Action 
(Mares & Simmons, 1983) is a book written for all forms of 
corporations and businesses. Recognizing the size and 
complexity of the hospital as a business, this book 
becomes very relevant. They discuss participative 
management, which involves a dual change in the way work 
is structured and the way people work together. 
The rising feeling of powerlessness is one 
result of the systems of decision-making and 
ownership that have been relentlessly and 
often unwittingly, developed during this 
century to take responsibility away from the 
people (p.284). 
Two ways some hospitals have tried to use 
participative management are the use of primary care 
nursing and decentralized units. 
Primary Nursing. Primary nursing can be described as 
having the following characteristics for the nurses: 
twenty-four-hour-a-day accountability for a given number 
of hospitalized patients, case method assignment of care, 
direct communication from caregiver to caregiver and 
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decentralization of authority to the nurse responsible for 
care. 
Logsdon (1973) describes primary nursing as the 
nursing care provided to the patient by the nurse who 
plans with the patient the care that the patient and nurse 
decide is needed-care that results from coordination with 
other disciplines and collaboration with the primary 
physician. Halloran and Curtin (1982) researched the 
primary care method of nursing and discovered greater 
nursing involvement and job satisfaction, and greater 
patient satisfaction with shorter lengths of 
hospitalization, when this type of nursing was practiced. 
This may be contrasted to the type of nursing which 
consists of a team leader who is responsible for other 
personnel--usually nurse's aides--who deliver patient 
care. 
Deiman and Russell's (1984) research demonstrates that 
primary nursing involves a series of changes that occur 
during implementation that result in the development of a 
philosophy of care and value structure that could be 
articulated and supported by the entire hospital. The 
research on primary nursing shows that it is not an end in 
itself, but an effective means of achieving a model of 
professional nursing practice. 
Magnet Hospitals (McClure, Poulin, Sovie, & Wandelt, 
1984) identifies what factors contribute to nurse's job 
satisfaction in forty-one hospitals selected from 165 
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institutions. These hospital were nominated by forty 
American Academy of Nurse Fellows as the most desirable 
places to which nurses would be attracted and remain 
employed. They discovered the following staff nurse 
options for these hospitals: 
-Nurse-patient ratios that assure quality patient care 
-Flexible scheduling and staffing to support patient 
care needs 
-Primary nursing and recognition for excellence in 
nursing practice 
-Clinical advancement opportunities 
-Participative management with open communications 
-Good RN/MD relationships 
-Reasonable salaries and adequate employee benefits 
-Inservice and continuing education opportunities with 
tuition reimbursement. 
The authors of this study suggest that rising hospital 
costs could be curtailed if these factors were considered 
in the operation of nursing departments. They also found 
that power for power's sake was not a factor. "Rather, 
what comes through is a sense of what might be called a 
lack of powerlessness" (McClure, et al, 1983, p.103). In 
other words, a study has been done which shows what nurses 
need in order to have some job satisfaction, a sense of 
power or ability to carry out their professional role 
(National League for Nursing, 1988). 
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Olsen (1984) discusses the major contributing factor 
to productivity as job satisfaction. "The single most 
important factor in nursing job satisfaction is the 
perception of having control over one's practice" (Olsen, 
p.25). Thus nurses decide what care is needed and have 
enough staff to carry out these care plans, which 
minimizes stress. 
Primary care nursing requires more nurses for total 
bedside care of patients. This contributes to the current 
shortage of staff nurses. The primary nursing concept is 
a good one if there is enough staff to cover the patient 
load. The difficulty now arises because the primary nurse 
no longer has the nurse's aides to assist in patient care 
and there are too few nurses. Due to the nursing shortage, 
each nurse must care for more and more primary care 
patients. There are incredible cost constraints which are 
stretching nurses. Institutions are beginning to hire 
"nurse extenders"--this returns the profession to 
pre-"primary nursing" when "team" nursing was practiced. 
The nurse was the person most removed from the patient and 
the person who most often reported dissatisfaction with 
this type of nursing system (Friedman, 1990). 
Decentralization. The use of primary nursing over the 
past twenty years has shown nursing, medicine and 
administrators that nurses handle autonomy, problem 
solving, accountability and professionalism well. This 
has led to greater allocation of control to the unit level 
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in some hospitals, a practice termed "decentralization”. 
There is a question over the value and real application of 
decentralization. There are pros and cons presented in 
the literature; however, this system is an attempt to put 
more control at the unit level of the hospital. 
Decentralization, a form of decision-making that is 
diffused throughout the organization, epitomizes the 
philosophy of participative management. Decentralization 
encourages participative management because planning and 
implementation is done by all levels of the nursing 
department. 
It purports to invert the traditional structure 
to one in which patients are on top and nursing 
service functions mainly as a support to the 
patient . . . There is increased emphasis on 
the role of the nurse at the bedside--the 
nurse's power, authority, accountability and 
autonomy increases (Wellington, 1986 p.36). 
Shoemaker and El-Ahraf (1983) conducted a study of 
eighteen hospitals who were using some form of 
decentralization. They noted an increase in morale, job 
satisfaction, democracy in management, feeling of 
self-governance, motivation among managers and workers, 
individuality and personnel retention. 
Fennell (1984), in his study of the "Effects of 
Decentralization on Decision of Job Satisfaction", found 
the following. As nurses mature, they tend to view their 
jobs as being more satisfying. Married nurses are more 
satisfied with their jobs than non-married nurses. Head 
nurses were found to be more satisfied with their jobs 
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than were staff nurses. Nurses who worked in primary 
nursing were more satisfied than nurses in settings using 
other assignment methodologies. A positive relationship 
exists between the professional orientation of the 
individual and satisfaction with the work environment. 
Finally, the more decentralized a nursing department 
became, the higher the level of job satisfaction. 
Price and Bluedorn (1976) proposed a comprehensive 
model which included twenty-two demographic points on job 
satisfaction, organizational factors and family context 
variables which explained 56% of the variance in nursing 
terminations. Important to the evaluation of this study 
was their finding that highly centralized power was the 
only organizational variable significantly related to 
terminations. 
In the literature reviewed by Wellington (1986), she 
found the chief nursing administrators still maintained 
the majority of control in hospitals who used 
decentralization. The literature does not examine how 
this control was managed. The most obvious disadvantage 
of this system is a loss of coordination, mismanagement by 
unqualified personnel and time consumed when large numbers 
of people take an active part in management decisions. 
She believes that nursing departments should investigate 
decentralization as a possibility even if not used in its 
entirety, as it could provide fresh ideas for the 
improvement of a conventional system. 
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Dennis (1983) feels that decentralization needs to be 
thoroughly investigated before endorsement of this concept 
continues. 
Is decentralization the best manner of 
channeling institutional decision-making, or, 
as intimated, by Parenti, (1975) have we been 
duped? Is participative management all that 
it is said--or supposed to be, or have nurses 
experienced yet another form of administrative 
tokenism? Should nurses continue to be part 
of the organization, or more like the 
physicians, should nurses have staff 
privileges, contracting with the hospital or 
with the patients themselves for inpatient 
nursing care (Dennis, 1983, p.55). 
Type of Nursing Unit 
A study conducted by Alt-White et al., (1983), showed 
that there was a positive correlation between job 
satisfaction, use of primary care, need for administrative 
support and critical care units over non-critical care 
units (p.38). The type of unit may be a critical care, 
obstetrical, medical-surgical, orthopedics, psychiatric or 
other. There has been no specific research conducted that 
speaks specifically to a nurse’s sense of power and the 
type of unit on which the nurse works. There does seem to 
be more job satisfaction on the critical care units 
(Alt-White et al., 1983). This study explores this factor 
in relation to a nurse's sense of power. 
Decision-making Factors and Sense of Power 
Decision-making factors are of major importance to 
nurses in relation to sense of power. Many of the 
unsatisfactory employment conditions are a result of the 
inability to make decisions that affect nursing 
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practice. Wendelt, in her 1981 study of 3,500 Texas 
nurses, discovered the following factors that negatively 
affect practice; unavailability of adequate salary, the 
large amount of paper work, lack of support by the 
administration, unavailability of child care facilities 
and lack of positive professional interactions with 
physicians. 
Decision-making, autonomy and control have been 
researched by Gibson (1991), Prescott and Dennis (1985) 
and Swindler, McElmurry, and Yarling (1984). They find 
these factors to be essential for professional practice. 
Huey and Hartley (1988) conducted a survey of 3,500 nurses 
through the American Journal of Nursing. They discovered 
that nurses' major dissatisfactions were inadequate 
patient-staff ratios and the inability to obtain help when 
a patient needed extra care. 
The other major dissatisfactions mentioned were 
mandatory rotating shifts, overload of patients on 
weekends, frequency of mandated overtime and payback after 
vacations which require a nurse to work many weekends in a 
row. A former nurse was quoted in the March 1988 Hartford 
Women (p.6) as to why she is not working as a nurse: "No 
power, no prestige, no recognition". Dwyer (1992) feels 
nurses' personalities may affect job satisfaction 
regarding autonomy and that cultural conditioning may 
influence the nurse's ability to act autonomously. 
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Professional Relationship with Physicians 
and Sense of Power 
Nursing cannot be observed in isolation for it is part 
of an overall group of disciplines that composes what is 
commonly known as health care. According to Lovell 
(1981), however, in health care there are, in reality, two 
groups: physicians and all other health care workers. 
The way in which the medical profession 
acquired dominance over the health care 
industry and over the legal and licensing 
aspects is, in itself, a paradigm of a classic 
method of power acquisition. Men strengthened 
their economic base through the acquisition 
and control of hospitals, clinics, and 
insurance companies that provided them with 
fees for service, and exerted control over 
government by lobbying for laws which 
enfranchise only physicians to prescribe 
drugs, diagnose, and recommend treatment 
(p.39). 
Nurses, as one of the "other” health care providers, 
are left to struggle for power, or control over their own 
profession. Lovell (1981) continues to speak of the 
medical profession as one historically cultivated and 
maintained by the male position over women. History 
reveals the medical profession's preoccupation with male 
privileges, profits and control. She feels that nurses 
have been unable to acquire control and power over their 
own work because it is viewed as a "women's profession". 
Using the psychoanalytic model, the nurse represents the 
mother, the caring person who takes care of the household 
(i.e., hospital) while the father (i.e., the physician) is 
away. The physician knows that nursing's services are 
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present twenty-four hours a day and act as managers of a 
large organization, yet nurses must play the "doctor-nurse 
game" (Stein, 1968 & 1990). The doctor-nurse game is 
played by nurses who offer suggestions to physicians so 
physicians believe they are actually initiating orders and 
have control. 
It is revealing to examine the socialization 
process for student physicians and nurses. 
Physicians are socialized into primarily male 
world of power and into thinking they are at 
the top of a steep pyramid of health care where 
everything that happens is under their 
direction. Our socialization process for 
nurses in many ways speaks of being poor, being 
second class citizens, and looking up to that 
other group for direction and splendor 
(Mauksch, 1980, tape). 
Twaddle and Hessler (1977) have traced the beginning 
of the domination (colonization) of nursing by others, and 
discovered that it began in the early 1900s when medicine 
became a dominant force and care of the sick became 
institutionalized. 
In her book, Hospital Paternalism and the Role of the 
Nurse, Ashley (1976) says: 
Convinced of their inferiority and of the need 
for their subordination to the medical 
profession, many nurses identified with the 
system that oppressed them. Early 
conditioning within these institutions 
intensified the capacity of women to aid the 
cause of their oppressors. Apprentice nurses 
were taught to be obedient and docile and to 
accept poor conditions of work and stringent 
discipline. Repressive educational practices 
instilled in them the respect for authority 
and a spirit of unquestioning loyalty to 
"master" institutions and to physicians. (pp. 
32-33) 
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Ashley's book is considered a classic on the history 
of nursing's and medicine's relationships. She tells the 
story of the medical profession's continued attempt to 
control the nursing profession. Ashley describes the 
"training” process as controlled by physicians and 
hospital administrators who perpetuated an apprenticeship 
system for the economic advantage of hospitals. 
The education received by nurses in privately 
owned and controlled service institutions was 
oppressive, and paternalistic, and greatly 
influenced by the institution's own 
traditions, rituals, and parochial concerns" 
(Ashley, p. 128) . . . Already bound to the 
hospital through apprenticeship with its 
guarantees of support, guardianship, and 
protection, legal recognition for nurses bound 
them to the authority of physicians and no 
more. This legal subjugation to authority of 
physicians persisted into the 1970's. 
Opposition to mandatory nurse practice acts in 
various states came from hospitals, physicians 
and commercial employment agencies, (p.118). 
Since the second wave of the women's movement in the 
1970s some of these socialization processes have changed. 
However, the underlying attitudes and values still 
persist, sometimes in very subtle ways (Champion, Austin, 
& Tzeng, 1987) . 
Lest the reader believe this is a thing of the past, 
in 1988 the American Medical Association proposed to 
create a new type of health care provider, the Registered 
Care Technologist (RCT), without disscussion with nursing 
organizations. This was the medical profession's answer 
to the current shortage of nurses. It was again a way to 
interfere with the nursing profession and not correct 
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existing problems. "Nursing believes that the profession 
and patient care will be in peril should this proposal 
come to fruition" (Connecticut Nursing News, June, 1988). 
Due to nursing opposition the proposal failed. Yet the 
proposal is still viable and will be introduced again 
(Friedman, 1990). 
Fagin (1992) finds collaboration between nurses and 
physicians is no longer a choice. Yet, in her extensive 
article on this topic, she points out that the recent AMA 
board of trustees 1990 report advises physicians to "watch 
out" for third party reimbursement for non-physicians. 
This is a direct attack on nurses as they are involved in 
much legislation to be directly paid for services by 
insurors. 
Tellis-Nayak, M., and Tellis-Nayak, V. (1984), discuss 
the games that professionals play: the social psychology 
of physician-nurse interaction. 
The male physician’s kinesthetic approach 
toward the male nurse is a revealing case in 
point concerning the dominance of physicians. 
Female nurses note that the patronizing 
attitude of male physicians towards the nurse 
loses its edge when it is a male nurse in 
question.The male physician is less 
condescending to him, tends to assign him the 
more responsible tasks, and often helps him 
move up the occupational ladder. This 
physician-nurse social psychological game 
manifests itself in both overt and subtle 
expression. Ignoring it as trivial and 
meaningless, is to misunderstand that the 
micropolitics of social ritual are grounded in 
an unequal control of desired resources; they 
are an avenue for institutional control and 
social legitimation. Control and monopoly are 
the expression of power (p.1068). 
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The Tellis-Nyaks go on to discuss the actual 
communication patterns between physician and nurse. MIn a 
dialogue the right to monopolize, interrupt, interject and 
contradict goes with the higher status physician" (p. 
1067). They feel the potency of patriarchy is as subtle 
as it is insidious and humor is a sensitive index of 
dominance. In unequal situations humor points downwards 
to its target; its sarcastic quality and the liberties it 
can take become diluted as it moves down the social scale. 
Except rarely and in the company of long 
standing acquaintances did we notice that a 
nurse could initiate it (humor), whereas a 
physician assumed the prerogative of not only 
initiating it but not infrequently making his 
subordinates the butt of his jokes. This was 
particularly illustrated in incidents that 
smacked of sexism or sexual harassment. 
(p.1067) 
Factors concerning sexual harassment in relation to a 
nurse's sense of power in interactions with physicians 
have not been fully explored. Relationships with 
physicians are essential and have been identified as major 
stressors for nurses' job satisfaction, and have impact on 
patients lives (Baggs, Schmitt, 1988; Knaus, Draper, 
Wagner, & Zimmerman, 1986). This study presents variables 
that may gather further information on the physician-nurse 
profession relationship. 
CHAPTER III 
METHODOLOGY 
This chapter describes the research approach that was 
utilized in this study. It is organized into four sections: 
design of the study, sampling procedure, instrumentation and 
methods of data analysis. 
Design of the Study 
This study is classified as ex post facto research. 
This type of research was chosen because the nurses's sense 
of power has already been established at the time the 
questionnaire was completed and the variables cannot be 
manipulated. A survey approach was used to obtain data for 
this study. A list of currently registered nurses in the 
State of Connecticut was obtained. A random sample of 500 
nurses was chosen and a questionnaire mailed to their homes. 
Each participant was mailed a three part instrument: a 
demographic profile, an author-developed instrument which 
measures the organizational practice environment and 
Guilbert's (1979) Health Care Work Powerlessness Scale (see 
Appendix B). A letter of introduction and explanation was 
attached (see Appendix A). The questionnaire had a stamped, 
pre-addressed section which was folded, stapled and returned 
to the researcher. For appreciation for their 
participation, a stick of gum was enclosed. 
Survey data was used to address the following null 
hypotheses. 
HO 1. There is no significant relationship between a 
staff nurses’s sense of power and the following personal 
factors. 
1. Age. 
2. Sex. 
3. Type of basic nursing education. 
4. Present education level. 
5. Membership. 
6. No longer employed in nursing. 
HO 2, > There is no significant relationship between a 
staff nurse's sense of power and the following 
organizational factors. 
1. Size of facility. 
2. Type of facility. 
3. Type of nursing practiced. 
4. Decentralization. 
5. Mandatory rotating shifts. 
6. Percent increased workload of weekends. 
7. Type of nursing unit. 
HO 3. There is no significant relationship between a 
staff nurse's sense of power and the following 
decision- -making factors. 
1. Being pulled to another unit. 
2. Control over the number of patients assigned. 
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3. Support of nursing administrators. 
4. Opportunities to meet with other nurses. 
5. Opportunities to participate on decision-making 
committees. 
6. Staff backup while attending meetings. 
7. Recommending nursing as a career. 
8. Educational preparation for politics in the 
workplace. 
HO 4. There is no significant relationship between a 
staff nurse's sense of power and the interactions with 
physicians. 
1. Physician availability. 
2. Physician respect of the nurse. 
3. Physician treatment of females by using sexist 
humor. 
4. "Doctor-nurse game playing". 
Sampling Procedure 
Five hundred nurses from the Connecticut State roster 
of registered nurses were randomly selected to receive a 
mailed questionnaire. From the sample, 169 usable returns 
were received, a response rate of 33%. This sampling 
procedure was used because hospital systems are tightly 
controlled for accessibility for research such as this. 
Also, the topic of power among staff nurses may have 
produced some anxiety and possible interference by 
hospital administrators. 
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Informed consent was assumed by the respondents' 
willingness to return the instrument. "Many practitioners 
feel that informing the respondents of the nature of the 
survey and giving assurances of confidentiality make it 
sufficiently clear that participation is voluntary" 
(Sudman and Bradburn, 1983, p.10). 
Instrumentation 
The Health Care Work Powerlessness Scale (Guilbert 
1979) was used as it is the only tool found which clearly 
deals with powerlessness in the health care setting. 
Sudman and Bradburn (1983) state "mailed questionnaires 
should be short unless the topic is highly salient to the 
respondents" (p.262). This questionnaire was considered 
highly relevant to nurses as evidenced by the literature 
review. Therefore, the length of the questionnaire was 
not considered too long for an adequate response rate (See 
Appendix B). The other sections of the instrument collect 
data on demographics and organizational/decision-making 
factors which include relationships with physicians. Each 
of the tools will be discussed in this section. 
Demographic Profile 
Section I of the questionnaire was designed to elicit 
basic demographic information including the respondent's 
age and sex; the type of basic nursing education and the 
nurse's present educational level; what membership in 
professional organizations the nurse maintains; and 
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whether or not the nurse was still employed in staff 
nursing. Demographic data was collected as the literature 
shows some relationships between a nurses's perceived 
sense of power and demographic factors. Section 1 (A) was 
addressed to nurses who were not currently in the position 
of a hospital staff nurse. The questions were directed to 
their current employment status and reasons for leaving 
staff nursing. The common denominator in this population 
was that nearly all nurses begin their nursing career as 
staff nurses. Since the literature shows many nurses move 
from the staff nurse position (Umiker, 1989), exploring 
some of the reasons was felt to be important information. 
Organizational Practice Environment 
Several organizational factors of the workplace in 
which the nurse practices or formerly practiced staff 
nursing have been linked in the literature to perceived 
powerlessness of the worker. Based on a review of the 
nursing literature and several interviews with nurses in 
positions of highest decision-making positions e.g., 
directors of nursing, nurse administrators and nurse 
educators--questions were constructed to assess some of 
the key organizational characteristics under which the 
respondents had practiced. 
In Section II (A), nurses were asked to report on type 
of nursing practiced, type of hospital/facility, 
decentralized nursing, mandatory rotating shifts worked, 
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percentage of increase weekend workload and type of 
nursing unit. Several of these factors have been 
mentioned in other studies, but not compared with a 
nurse's perceived sense of power. 
In Section II (B), questions were developed to assess 
the more subtle organizational and interpersonal factors 
of the workplace. The elements that were measured are 
assumed to be present in current nursing practice in the 
hospital setting. These include some specific incidences 
such as areas of control over workplace issues, support 
from supervisors, opportunities to participate on 
decision-making committees with replacement staff, 
recommending nursing as a career, educational preparation 
for politics of the workplace and relationships with 
physicians (see Appendix B). A Likert-type scale is used 
in this section. 
After the initial design of the instrument, pilot 
tests were conducted with three groups of nurses and minor 
adjustments were made to the organizational practice 
environment section. These items were selected based on 
interviews and nursing literature review. Much of the 
literature and research studies have not identified the 
specific day-to-day factors in the workplace related to 
decision-making. 
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Guilbert's Health Care Work 
Powerlessness Scale 
Guilbert's Scale (1979) was selected as it is the only 
tool found which measures powerlessness. Powerlessness is 
a variant of Seeman's (1969) alienation construct. 
Guilbert (1970) studied the relationship between 
alienation and decision-making by observing how 
psychiatric nursing assistants viewed the decision-making 
ability of patients in comparison to the nursing 
assistants' perception of their powerlessness. In a pilot 
study which was concerned with the degree of alienation 
experienced by nurses and nurses' assistants concerning 
who should make decisions, nursing assistants perceived 
themselves to be more powerless than the nurses (Guilbert, 
1972, p. 58). 
Validity and Reliability 
Seeman's Powerlessness Scale (1967) was utilized to 
measure general perceptions of powerlessness by Guilbert 
in 1972. Content validity of this tool was inferred from 
the construct of powerlessness (Guilbert, 1972; Rotter, 
1966; and Seeman, 1963). The reliability of the 
Powerlessness Scale as used with the nursing assistants 
sample was only 0.60 as calculated by the Spearman-Brown 
Correlation Formula (Guilbert, 1972, p.37). 
Guilbert, later in 1972, argued that power is 
situationally bound and developed the first Health Care 
Work Powerlessness Scale. The scale consisted of twelve 
paired forced-choice statements. Content validity was 
developed by consultation with Dr. Seeman. The scale was 
tested on graduate student nurses. The test retest 
co-efficient of stability with fifty-two respondents was 
reported as r=0.81 (Guilbert, 1972, p.40). In 1979 
Guilbert revised the Health Care Work Powerlessness Scale 
consisting of fourteen paired forced-choice statements. 
This is the scale used for this study. 
Scoring 
Guilbert's scale is scored by assigning a 1 to each 
statement which represents powerlessness/lack of control, 
and a 0 is assigned to each statement which represents 
power/control. The highest possible score is 14 and 
scores can range from 0-14. Low scores represent greater 
feelings of power or control, whereas higher scores 
represent greater feelings of powerlessness as perceived 
by individual respondents (Tibbies, 1983). Nurses were 
not categorized as "low," "medium" and "high," as 
Kerlinger and Pedhazur (1973) warn researchers that 
although it may be valuable to design problems by 
partitioning into groups, it is unwise to analyze them as 
such. 
Some examples of questions on the revised Health Care 
Work Powerlessness Scale (Guilbert, 1979) are: 
A. It doesn't do much good to try to think of 
ways to improve conditions at work; you 
usually can't try new ideas anyway. B. If 
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you have a good idea about some way to improve 
conditions at work, you can usually get the 
backing you need to try it. (See Appendix B 
for a complete sample). 
Method of Data Analysis 
Survey responses were analyzed using simple 
correlational tests. The score on Guilbert's Scale was 
used to measure any possible correlations with all the 
other factors. The multiple regression analysis was not 
carried out since the factors were not independent. The 
factor analysis varimax orthogonal rotations produced four 
factors which could have been grouped and compared in a 
multiple regression analysis. However, the groupings were 
not well defined enough to do so. 
The staff and non-staff nurses were compared using a 
Chi Square test and there were not statistically 
significant differences between the two groups. They were 
then used as a total population for the study. 
The Statistical Analysis System was used to process 
the data from this study. The results were compared to 
tables from Popham and Sirotnik (1973) who state that the 
/ 
"larger sample will provide a more representative index of 
the nature of a relationship" (p.74). The results are 
listed on tables in Chapter IV and in lhe Appendices. 
CHAPTER IV 
RESULTS 
The results of this study will be presented in seven 
sections. The first section will present the demographics 
of the sample. The second section will describe the staff 
nurses' perceived sense of power. The remaining sections 
will parallel the four hypotheses, with respect to 
demographic data, organizational factors, decision-making 
factors and nurses' relationship with physicians which were 
statistically correlated with scores from Guilbert's (1979) 
Health Care Work Powerlessness Scale. Finally, a factor 
analysis will be presented. 
Demographic Characteristics of the Sample Population 
The total sample consisted of 169 Registered Nurses in 
the State of Connecticut. These returned questionnaires 
were obtained from a random sample of 500 nurses who were 
mailed questionnaires to their homes. Of the 169 
respondents, eighty-one nurses were currently employed as 
staff nurses. The remaining eighty-eight nurses had 
previously been staff nurses. 
Table 1 presents the demographic characteristics of the 
sample reported as the frequency and percentage of 
respondents in each category for staff and non-staff 
nurses. The table includes information on Age, Sex, Basic 
Education, Highest Education and Membership in the American 
Nurses Association. As can be seen, the non-staff nurses 
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Table 1 Demographic Characteristics of the Sample 
Expressed as Frequency and % of Respondents in each 
Category 
staff nurse non-staff nurse combined 
P
 ii 00
 
n=88 n= 169 
count % count % % 
Age 
20-30 13 16.0 0 7.7 
30-40 30 37.0 30 34.0 35.5 
40-50 15 18.5 29 32.9 26.0 
50-60 14 17.3 16 18.2 17.8 
60 + 9 11.1 13 14.7 13.0 
Sex 
Female 80 98.8 85 96.6 97.6 
Male 1 1.2 3 3.4 2.4 
Basic education 
Diploma 48 59.2 55 62.5 60.9 
Assoc. 16 19.8 7 8.0 13.6 
Bacca. 17 21.0 23 26,1 23.7 
Masters 0 3 3.4 1.8 
Highest Education 
Diploma 41 50.6 29 33.0 41.4 
Assoc. 15 18.5 5 5.7 11.9 
Bacca. 16 19.8 21 23.9 21.9 
B.S.(non ) 7 8.6 12 13.6 11.2 
M.S.N. 1 1.2 9 5.3 5.9 
M.S (non ) 1 1.2 9 5.3 5.9 
Doc.Nsg. 0 1 1.1 . 1 
Doc.(non ) 0 1 1.1 . 1 
Membership ANA 
n=77 n=86 n= 163 
Member 5 6.5 10 11.6 9.2 
Too exp. 17 22.1 19 22.1 22.1 
No Int. 34 44.2 29 33.7 38.7 
Dis.Pol. 9 11.7 4 4.7 8.0 
Other 12 15.6 24 27.9 22.1 
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as a group are older on average and have a higher education 
level than the staff nurses. On all other demographic 
characteristics reported, the two groups are similar. 
This study's findings are similar to the Commonwealth 
Fund Paper (1989) report on the proportion of respondents of 
staff nurses (n=81) and non-staff nurses (n=88). Most 
nurses begin their nursing careers in staff nursing 
positions, but few remain in these positions for longer than 
twelve years after graduation. 
As nurses grow older, the fraction of full-time 
hospital staff work declines rapidly from 63% to 
less than . . . 15% of those who graduated twelve 
years ago . . . Only 50% of nurses worked in 
hospitals 12 years after graduation and more than a 
third of those were in non-staff jobs (Commonwealth 
Fund Paper, 1989, p.12). 
The America Nurses Association 1984-1985 Facts About 
Nursing shows the numbers, age groups, education of nurses 
in the United States. Their national sample shows the 
percentage of staff nurses aged twenty to thirty as 25.1%. 
The Seventh Report to the President and Congress on the 
Status of Health Personnel in the U.S. (DHHS, 1990) found 
the median age of the R.N. population to be thirty-nine 
years and that less than 16% were under thirty years old. 
In this author’s study, there were fewer younger nurses aged 
twenty to thirty than the ANA national sample (16.0% vs. 
25.1%). However, there were non-staff nurses under age 
thirty. The median age of nurses sampled in this author’s 
study was difficult to obtain exactly as data was collected 
by categories, but 61% of the nurses sampled fell between 
the ages of thirty and fifty. 
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National statistics (DHHS, 1990) showed the basic 
education of nurses who were diploma school graduates as 
48.7%, whereas 60.9% of the Connecticut nurses in this study 
were diploma school graduates. Associate degree graduates 
were under-represented in this study as only 13.6% of the 
respondents were associate degree graduates, compared to 
28.3% nationally. Baccalaureate degree nurses were 
represented comparably, 23.7% in Connecticut and 22.2% 
nationally. There were higher numbers of the master's 
degree-educated nurses who responded (1.8% in Connecticut 
vs. 0.1% nationally). Tibbies (1983) found similar 
demographics in a study of 258 nurses in Connecticut. The 
difference in master's degree-prepared nurses could be 
attributed to the small size of the state of Connecticut and 
the availability of four master of nursing degree programs. 
The nurses who were not employed at the time of the 
survey as staff nurses were asked questions as to their 
current employment status and reasons for leaving staff 
nursing. Fifty-seven percent (n=49) had been employed as 
staff nurses within the past 8 years, thus most have had 
recent staff nurse experience. 
Table 2 presents the current occupational status of 
non-staff nurses expressed as the frequency and percentage 
of nurses in each of the following categories: Retired, 
Supervisor or Administrator, Employed Out of Nursing, At 
Home and Other. As can be seen, the greatest number of 
respondents were found in the "Other" category. The 
majority of these "Other" nurses who considered themselves 
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Table 2 Current Occupational Status of Non-staff Nurses 
Expressed as Frequency and Percentage of Each Response 
Employment status Count % 
Retired 12 14 
Sup./Admin 16 18 
Emp. out of nursing 10 12 
At home 6 7 
Other 42 48 
Table 3 Primary Reasons for Leaving Staff Nursing 
Expressed as Frequency and Percentage of Each Response 
Reason Count % 
Lack of control 12 14 
Lack of respect 12 14 
Poor hours 7 8 
Salary 33 37 
Patient/staff ratio 7 8 
Decreased pat. contact 14 16 
Other 3 3 
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as "non-staff" are still employed in a nursing position 
(66%). They felt they did not fall into the category of 
staff nurses as defined by this study but that they were, in 
fact, employed in community nursing, outpatient clinics or 
doctors' offices. 
Table 3 presents the reported reasons for leaving staff 
nursing, expressed as the frequency and percentage of nurses 
in each of the following categories: Lack of Control, Lack 
of Respect, Poor Hours, Salary, Patient/Staff Ratio, 
Decreased Patient Contact, and Other. This table shows that 
low salary was the predominant reason for leaving the staff 
nursing position (30%). Lack of control or lack of respect 
were mentioned by 28% of the respondents of this study. 
Decreasing patient contact was cited by 16% as a reason for 
leaving. 
Nurses Perceived Sense of Power 
This study utilized Guilbert's (1979) Healthcare Work 
Powerlessness Scale because of its uniqueness as a tool for 
identifying a nurse's perceived sense of power in hospital 
organizations. The scale consists of two forced choice 
questions for fourteen items. A score of zero shows a high 
sense of power and a fourteen indicates a low sense of 
power. 
Table 4 presents frequency distribution of scores (and 
the percentage of nurses reporting each score) on the 
Guilbert Powerlessness Scale, for both staff nurses and 
non-staff nurses, separately and combined. Non-staff 
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Table 4 Frequency Distribution of Scores on the Guilbert 
Powerlessness Scale for Staff and Non-staff Nurses, n=169 
Score 
0 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
Staff Nurses 
9 
8 
8 
6 
4 
3 
7 
4 
9 
6 
8 
3 
3 
3 
0 
Non-Staff 
16 
7 
10 
6 
6 
7 
4 
7 
4 
7 
4 
5 
3 
0 
2 
Combined f 
25 
15 
18 
12 
10 
10 
11 
11 
13 
13 
12 
8 
6 
3 
2 
169 
Combined % 
15 
8 
11 
7 
6 
6 
6.5 
6.5 
8 
8 
7 
5 
3 
1 
1 
99 81 88 
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nurses' mean powerlessness score was 4.89 and staff nurses' 
mean score was 5.71. Non-staff nurses perceived more power 
than the respondents who were in the staff nurse position at 
the time of the study. A (t) test was performed between the 
two groups and revealed no significant difference between 
them. Therefore, in the remainder of this analysis 
powerlessness scores from both groups will be combined. 
Figure 1 presents the pattern of powerlessness scores 
for all nurses. As can be seen, the distribution extends 
through the full range of scores, but is clearly skewed to 
the right. Fully 34% of nurses scored relatively high in 
perceived power--that is, 0, 1 or 2 on the powerlessness 
scale. The remaining two-thirds are spread fairly evenly 
over the broad middle range of scores (3-10) and tailing off 
on the very high end of powerlessness. This instrument is 
sensitive enough to determine "low", "medium" and "high" 
categories; however, for this study, it was viewed as a 
continuous variable. Kerlinger and Pedhazur (1973) suggest 
that "when one dichotomizes a variable that can take on a 
range of values, one loses considerable variance" (p.8). 
In the hospital hierarchy, the nursing administrator, 
the head nurse and the staff nurses are expected to have 
decreasing levels of power. The lower one ranks in the 
hierarchy, the less power one possesses. This study showed 
that trend as the staff nurses' mean score on the 
powerlessness scale was higher (5.28 vs. 4.89) but not 
significantly so. The following sections will present the 
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relationship of nurses' powerlessness score obtained from 
comparison of scores on the Guilbert's tool (1979) to other 
variables within this study. 
Demographic Characteristics and Nurses' 
Perceived Sense of Power 
The demographic characteristics found in the literature 
review and represented in most of the nursing research are 
included in this study. They are: age, sex, basic level of 
nursing education, highest level of education, and 
membership in ANA. 
The hypothesis stated in the null form follows. 
HO 1♦ There is no significant relationship between the 
perceived sense of power of a staff nurse and the 
demographic characteristics of age, sex, level of basic 
nursing education, highest level of education, membership in 
ANA. 
This null hypothesis was not rejected as there were no 
significant correlations between the nurses' sense of power 
and these demographic factors (See Appendix D for Pearson 
Correlations and Table 1 for the demographic factors). 
Organizational Characteristics and Nurses' 
Perceived Sense of Power 
Organizational characteristics have been discussed in 
the literature as important to nurses' sense of autonomy, 
control, or power (Chandler, 1985; McClure, 1983; and Wiens, 
1990). Bazemore (1975) found organizational characteristics 
to affect teachers' sense of power. Kanter (1977), Chandler 
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(1985) and Etzioni (1964), using varied measures, reported 
that organizational factors affected employees' sense of 
power. Rogers' (1970) principle of integrality in her 
nursing theory states that the interaction between people 
and the environment/organization is inseparable. Therefore, 
it was considered for this study. 
The hypothesis stated in the null form follows. 
HO 2. There is no relationship between a nurses' sense of 
power and size of facility, type of facility, type of 
nursing practiced, decentralization, mandatory rotating 
shifts, percent increase in weekend workload or type of 
unit. 
The null hypothesis was not rejected. Table 5 presents 
the number of respondents working in various sizes and types 
of facilities, as well as type of nursing practiced and the 
other factors considered in this hypothesis (see Appendix 
E). Responses to each of these variables will be described. 
Size and Type of Facility 
There was an even distribution of nurses working in 
small, medium and large facilities. Fully 70% of the 
respondents reported working in a general medical hospital. 
The second largest type of facility was nursing homes at 
15%. The remaining 15% reflected other types of facilities 
such as doctors' offices and outpatient clinics. 
This study showed no relationship to size of facility 
and a nurse's perceived sense of power. 
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Table 5 Organizational Factors Expressed as Frequency and 
Percentage of Respondents 
Size of Facility Count Percent 
1. 0-199 48 29 
2. 200-399 58 35 
3. 400+ 56 
Type of Facility 
34 
Count Percent 
1. Gen. Med/Surg 115 70 
2. Psych 7 4 
3. Veterans 7 4 
4. Childrens 4 2 
5. Nursing Home 24 15 
6. Rehab 2 4 
7. Other 5 3 
Type of Nursing Count Percent 
1. Team 60 37 
2. Primary 59 36 
3. Functional 45 27 
Decentralized Count Percent 
1. Yes 40 25 
2. No 122 75 
Rotation of Shift Count Percent 
1. Yes 59 36 
2. No 106 64 
Weekend Increase Count Percent 
1. 10% 65 45 
2. 20% 39 27 
3. 30% 28 19 
4. 40% 12 8 
Type of Unit Count Percent 
1. Obs 7 4 
2. Med/surg 52 31 
3. I.C.U. 16 9 
4. Opera/Rm 11 6 
5. Other 80 48 
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Type of Nursing and Decentralization 
Primary nursing, a practice which matches a particular 
nurse with a particular patient for around-the-clock 
management, has been shown to increase nurse's sense of 
satisfaction and control (Fennell, 1984; and McClure, et 
al., 1983). 
Decentralization, which puts responsibility and control 
for some decision-making at the unit level, has been cited 
in the literature as important to job satisfaction and 
retention (Mares & Simmons, 1983; and Shoemaker &, El-Ahraf, 
1983). However, as reported here in this study, neither of 
these factors was significantly related to a nurse's sense 
of power. 
Type of Nursing Unit, Increased Workload 
On Weekends and Mandatory Rotating Shifts 
The last three questions in this cluster--those referring 
to the type of nursing unit, the amount of increased 
workload on weekends and the presence or absence of rotating 
shifts—were also not significantly related to the 
powerlessness score. As can be seen in Table 5, 36% 
reported working under a system of mandatory rotating shifts 
and 55% reported an increased workload on weekends of 20% to 
40%. On the final question, 48% reported "Other" as a type 
of nursing unit, indicating that the response options did 
not adequately describe their worksites. 
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Decision-Making Factors and Nurses* Perceived 
Sense of Power 
Nurses in this study were asked eight questions 
concerning their role and opportunity to participate 
indecision-making in the workplace. These decision-making 
factors were selected from points expressed in the 
literature and in previous studies. These studies have 
suggested that participation is related to a sense of 
control/power in the workplace. This study’s tool collected 
and measured data on these factors. 
The hypothesis stated in null form follows. 
HO 3. There is no significant relationship between a staff 
nurse's perceived sense of power and the following 
decision-making factors: control over being "pulled” to 
another unit, control over numbers of patients being 
assigned, support of nursing administrator, opportunities to 
meet with other nurses, opportunities to participate on 
decision-making committees, staff back-up while attending 
meetings, willingness to recommend nursing as a career, 
educational preparation for politics in the workplace. 
As can be seen in Table 6, the null hypothesis was 
rejected. There was a strong consistent relationship 
between each of these questions and a nurse's sense of 
power. Seven of the eight items were significantly 
correlated with the Guilbert Powerlessness Scale at the 
0.001 level, and the remaining one was significant at the 
0.02 level. 
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Control of Work Assignment 
Fully 67% of the respondents felt little or no control 
over their work assignments i.e., being pulled to another 
unit. Responses to these questions were significantly 
correlated with the scores on the Guilbert Powerlessness 
Scale (r=18, p<.02). 
Control of Number of Patients 
Seventy-three percent of responding nurses reported it 
was unlikely that they would be able to control the number 
of patients cared for by them on their workshift. 
Thisquestion, too, was significantly correlated with the 
scores on the Guilbert Powerlessness Scale (r=.25,p<.001). 
Supportive Nursing Administration 
Support from nursing supervisors was cited by Tibbies 
(1983) and Chandler (1986) and in many other studies as an 
issue of great importance to nurses. This study did show 
that 88% of the nurses felt support from nursing 
administration. The Pearson Mr", of .267, was significant 
at the 0.001 level when compared to a nurse’s sense of 
power. 
Opportunity to Meet with Other Nurses 
Socialization with peers was found to be important in 
the literature. Twenty-eight percent of the nurses in this 
study felt it was not likely they would be able to meet with 
other nurses. Yet, the correlation of this question with 
the powerlessness scale (”r”, of 271) was significant at 
0.001. 
Opportunity to Participate in 
Decision-making Committees 
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The amount of work required to organize tasks just to be 
able to attend decision-making meetings is significant. 
Yet, 65% of these nurses felt they could attend, if they 
really wanted. This question was significantly correlated 
with percieved sense of power (r=,443, p<.001). 
Staff Backup While Attending Meetings 
This is an interesting finding in that 65% of the nurses 
in this study felt they could participate on decision-making 
committees but 63% felt they could not expect a replacement 
while attending. This question, too, was significantly 
correlated with perceived sense of power (r=.349 at the 
0.001 level). 
Recommending Nursing as a Career 
Recommending nursing as a career is often used as an 
indicator of satisfaction with the choice of the 
profession. Only 14% of the nurses in this study said that 
they would be very likely to recommend it. Fifty-eight 
percent of nurses surveyed would not be likely to recommend 
nursing as a career choice. This question was significantly 
correlated with a sense of power (Pearson "r" of 0.272, 
p<0.001 level). 
Political Preparation for the Workplace 
The literature clearly indicates that nurses need to 
develop power bases and political awareness. Alliances, use 
of resources, access to information and support are 
components of political power (Chandler, 1986; Kanter, 
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1979). Some of the nurses (42%) surveyed felt they did have 
preparation for this, yet 58% felt they did not. This 
question was significantly related to perceived sense power 
with a Pearson "r" of .272 (pC.OOl). 
Summary 
All eight decision-making questions were significantly 
correlated to the nurse's sense of power. The perceptions 
of what a nurse has control over in the workplace are 
significant. The ability to participate in decision-making 
and get support from supervisors is important, as well as 
back-up staff and stability in a familiar work area (not 
being "pulled" to another unit). 
Relationships with Physicians and 
Perceived Sense of Power 
The questions utilized in this section also reflect 
findings in the literature. The nurse's relationship with 
the physician has been shown to affect patient life-or-death 
outcomes in the hospital setting (Knaus, et al., 1986) as 
well as the nurse's quality of work life. These questions 
were summarized and measured against the nurse's perceived 
sense of power. 
The hypothesis presented in the null form follows. 
HO 4. There is no significant relationship between a staff 
nurses' perceived sense of power and the interactions with 
physicians in the following areas: physician availability 
to discuss patient care, physician respect of the nurse, 
physician's treatment of females by using sexist humor, and 
the need to play the "Doctor-Nurse Game". The null 
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hypothesis was rejected. As can be seen in Table 6 the 
correlation was significant in three of four areas at the 
0.001 level. 
Physician Availability 
This question concerning the degree to which the 
physician is available for discussion of patient care, 
showed that 61% of responding nurses felt the physician was 
usually available. This factor was significantly correlated 
with nurses' sense of power (r=.32, pC.OOl). 
Respect of the Nurse 
The perceived value of a person's contribution in the 
workplace has an impact on nurses' reported job 
satisfaction. Fully 76% of nurses reported feeling "very 
likely" or "probably" respected by physicians. This 
question was significantly related to the power scale 
(Pearson "r" of .295, p<0.001 level). 
Sexist Humor 
The question of sexist humor was found not to be 
significantly related to nurses' perceived sense of power. 
This is an area not well explored in the literature. 
Doctor-Nurse Game 
Most nurses in this study (75%) did report needing to 
play the "Doctor-Nurse Game" sometimes or frequently. This 
question was significantly correlated to a nurse's sense of 
power (Pearson "r" of 0.268, p<0.001 level). 
Summary 
This area of relationships with physicians was found to 
be significantly correlated to a nurse's perceived sense of 
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power. The questions related to the physician’s 
availability, respect for the nurse, and the need to play 
the ’’Doctor Nurse Game’’ were significant. The use of sexist 
humor was not significantly correlated to a nurse's 
perceived sense of power. These factors, which influence a 
nurse's sense of power, individually and collectively can be 
used to make changes in the health care system. The factors 
which make up the relationship between the physician and 
nurse are related to patient care. 
Factor Analysis 
For the preceding data analysis, questions 13 through 24 
were examined individually and combined in two clusters 
called Decision-Making Factors (Hypothesis 3) and the 
Nurse's Relationship with Physicianss (Hypothesis 4). This 
division into two clusters was based on face validity only. 
Consequently, a factor analysis, with orthogonal varimax 
rotation, was performed to test clusters empirically. This 
factor analysis, using all 169 nurses, resulted in four 
(rather than two) factors. These four factors account for 
54% of the variance (see Appendix F). 
Factor 1 is defined by questions 15, 16 and 17. The 
commonality in these questions seems to be the availability 
of social support and participation. 
Factor 2 is definded by questions 21 through 24, those 
questions previously defined as the nurse's relationship 
with physicians. This confirms the face validity of that 
cluster. 
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Factor 3 is defined by a mixed set of questions (18,19 
and 20) related to the nurse's political preparation for the 
workplace, willingness to recommend nursing as a career and 
to a lesser extent, expectation of staff backup in order to 
participate on decision-making committees. 
Factor 4 is defined by questions 13 and 14, questions 
that relate to the nurse's direct control over workload and 
work conditions. 
A factor analysis was also performed on each of the two 
subgroups (staff and non-staff nurses). Factor 1 (Social 
Support) and Factor 3 (Relationships with Physicians) 
appeared in both groups and seems relatively stable. Beyond 
that, there were several differences. Staff nurses seemed 
to make finer distinctions between questions resulting in 
five factors, while the matrix for non-staff nurses resulted 
in only three factors. 
A discriminative analysis was originally proposed to 
test the relative predictability of the various factors on 
the Guilbert Powerlessness Scale. This was not conducted 
since the first two clusters of items (demographics and 
organizational factors) were not significantly related to 
powerlessness, and since the factor analysis indicated that 
the third hypothesized cluster (decision-making) was not one 
but perhaps three separate factors. Further discussion of 
the implications of this analysis will be discussed in the 
next chapter. 
CHAPTER V 
DISCUSSION AND IMPLICATIONS OF THE FINDINGS 
The purpose of this chapter is to review the findings, 
relate these findings to the relevant literature and present 
some implications for nurse educators and administrators of 
hospitals. This discussion of findings will be organized 
according to the four clusters of variables, (1) demographic 
factors, (2) organizational factors, (3) decision-making 
factors and (4) relationships with physicians. This chapter 
concludes with limitations of the study and recommendations 
for future research. 
Demographic Factors 
In this study, there was no significant correlation 
between a staff nurse’s reported perception of power and the 
following demographic characteristics: age, sex, type of 
basic nursing education, present educational level, 
membership in a professional organization (ANA) or current 
nursing employment. These were not the same results found 
by Bazemore (1975), Tibbies (1984) and Young (1980). 
One of the most commonly found factors, sex, was not 
correlated with perceived power. This was understandable as 
there were just four male nurses who responded. Sex role, 
however, has been shown to have a significant impact on the 
profession in many other studies. Seavor (1986) conducted a 
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study of nurses in Massachusetts using a Bern Sex Role 
inventory (n=267 nurses) which determined a value for 
masculine, feminine and neutral categories. She concluded 
that initiating type behaviors, which may compare with 
powerful behaviors, 
. . . may be used within the context of 
meeting patient needs but a reluctance exists 
on the part of the nurses to initiate in 
their own behalf, i.e., to improve their 
working environments, (p. 134) 
Perhaps some measure of sex role rather than sex might have 
been useful in this study. 
The other variables in this cluster were also not 
significantly related to power. There was no correlation 
between power and age, education or membership in a 
professional organization. This differs from Bazemore 
(1975) and Young (1980), who found these to be related to 
sense of power. Tibbies (1983) found a negative 
correlation with age. In her study of head nurses she 
found that, as age increased, feelings of powerlessness 
decreased. Sands and Ismeurt (1986), utilizing the Health 
Care Work Powerlessness Scale (HCWPS), found no significant 
correlations with the above factors for staff nurses. 
Young, in her study of nurse administrators, also 
found increased power with increased age of respondents as 
well as with membership in a professional organization. 
Individuals with higher education or more extensive 
training, usually have been seen to have a higher sense of 
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power (Bazemore, 1975; Campbell, Gurin & Miller, 1954; 
Tibbies, 1983). The populations studied by Tibbies 
andYoung were administrative nurses and not staff nurses; 
this may have influenced this result. 
In this study, membership in the professional 
organization (ANA) was only 9%. Some reasons given for not 
belonging were that it was too expensive (22%) or that they 
were not interested (38%). This is similar to the national 
statistics of 9.9% of nurses who hold membership in ANA. 
However, the state of Connecticut membership in the ANA is 
less than 5% of all nurses (1992)! This low ratio of 
membership may have serious implications politically for 
nurses. In contrast, .physicians in Connecticut show a 
membership of 85% in the American Medical Association. 
Nurses in this study, like those nationally, are less able 
to lobby for issues affecting the profession due to a lack 
of membership in ANA. 
Organizational Factors 
The organizational factors investigated in this study 
were size of facility, type of facility, type of nursing 
practiced, decentralization, mandatory rotating shifts, 
percent increased workload on weekends and type of nursing 
unit. Contrary to speculation, all of the correlations 
between a staff nurse's sense of power and these 
organizational factors were not significant. Studies by 
Aiken and Hage (1966), Perlin (1962) and Santora and 
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Steiner (1982) showed a correlation between sense of power 
and organizational size. Smith and Mitry (1983) discovered 
that the nurses experienced decreased feelings of self 
esteem and intimacyand esprit de corps in large 
facilities. Young (1980) did not find a correlation with 
organizational factors. 
This study showed no correlation to the type of 
nursing practiced and decentralized management to a greater 
sense of power as did McClure, et al. (1983), who studied 
job satisfaction. Perhaps the difference lies in the 
measurement of job satisfaction to these factors or in the 
measurement of job satisfaction and the powerlessness tool. 
Decision-making Factors 
The eight questions developed to assess the nurse’s 
perceived opportunities for decision-making in the 
workplace included the likelihood of being '’pulled” to 
another unit, control over the number of patients assigned, 
support of nursing administrators, opportunities to meet 
with other nurses, opportunities to participate on 
decision-making committees, staff back-up while attending 
meetings, recommending nursing as a career and educational 
preparation for politics in the workplace. Seven of the 
eight were significantly correlated with powerlessness at 
the .001 level. The other question was significantly 
correlated with powerlessness at the .02 level. 
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The questions this investigator asked concerning 
decision-making arose from the literature and experience or 
indicators of control or power in the nurses' workplace. 
Actual power or operationalization of workplace behaviors 
that demonstrate power has been defined by Kanter, (1977) 
and Chandler, (1985) as well. They speak of these factors 
as access to opportunities, supplies, job 
activities,information, coaching and support. The 
questions on this survey pertain to specific activities of 
the staff nurse. 
In response to some of these questions, nurses seem to 
report very little control. It seems that 67% of nurses 
reported that they were unlikely or very unlikely to have 
control over being "pulled" to another unit; 73% reported 
the fact that they had little or no control over the 
numbers of patients cared for; 61% reported that it was 
somewhat or very unlikely that their education had prepared 
them for the politics of the workplace; and 51% reported 
that it is somewhat or very unlikely that they would 
recommend nursing as a career. These factors suggest a 
group of people not in control of their day-to-day 
decision-making. 
A seemingly contradictory set of responses occurred 
concerning the nurse's ability to participate on 
decision-making committees. Although 65% reported that it 
was very or somewhat likely that they could participate on 
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decision-making committees fully 63% of the nurses 
indicated that it was somewhat or very unlikely that they 
could get staff backup coverage, if they attended 
decision-making committee meetings. 
In these two questions appear the dilema that nurses 
appear to experience. One could, if one really wanted to, 
participate; however, it would be incredibly difficult to 
put forth the extra effort necessary to participate on 
decision-making committees. Both of these questions were 
significant at the .001 level when correlated to 
powerlessness scores. 
Professional Relationships with Physicians 
The relationship between a staff nurse’s sense of 
power and interactions with physicians were studied using 
the following questions: physician availability, physician 
respect of the nurse, physician treatment of females by 
using sexist humor and playing the ’’Doctor-Nurse Game” . 
This null hypothesis was rejected. In three of the four 
questions, the nurses' relationships with physicians did 
correlate to the nurses' reported "sense of power”. The 
studies done on the important predictors of retention in 
the workplace (Huey & Hartley, 1988; Sovie, 1984; Vogt, 
Cox, Velthouse & Thames, 1983) all mention the importance 
of these relationships. Vogt, et al. (1983) state the 
nursing turnover rate was is as high as 70% per year. They 
cite ’’powerlessness, lack of recognition, ’burnout', 
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unrelenting stress, low salaries, conflict between 
physicians and nurses” (p.3) as some of the causes for this 
turnover. 
Turnover rates have slowed due to the downturn of the 
present economy. Therefore, nurses are perhaps more 
hesitant to leave positions at this time. However, a 
recent study of 10,000 nurses revealed "seven out of ten 
nurses report staffing levels are often inadequate.” 
(Noble, New York Times, January 10, 1993, p. F-25) 
Hospitals have again downsized their needs for nurses; 
however, some long-term care facilities have 100% turnover 
rate (Friedman, 1990). 
The particular answers to the questions in this 
cluster on the nurses' perceptions of relationships with 
physicians are somewhat negative. Unfortunately, 39% of 
nurses reported somewhat or very unlikely that 
physicianswere available to discuss patient care; 31% 
report that they were subjected to jokes with sexual 
overtones; and fully 75% report that they needed to play 
the "Doctor-Nurse Game” sometimes or frequently. 
Several authors suggest that this speaks to the 
behaviors of a powerless group (Friere, 1971; Roberts, 
1983). The indicators used in this study did show 
powerlessness to be measurable in this sample of staff 
nurses in Connecticut. Seavor (1986) found that all staff 
nurses in her study in Massachusetts were able to identify 
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many problems in their work environment. Many (44%) 
believed staff nurses should initiate action to solve such 
problems, but 
. . . most stated that although nurses should 
initiate action they did not believe change 
would occur as a result of the action. They 
felt that whatever change was to occur would 
have to come from the top down. This could 
imply that a sense of futility or 
hopelessness exists among nurses about the 
state of their work environments and their 
ability to change them (p.136-137). 
The factor analysis of these questions suggests three 
separate independent components to this cluster of 
questions. Social support and participation in team 
decisions may be a particularly strong component. Further 
research will be necessary to separate these factors and 
establish their relative importance. 
Implications 
Is it change-initiating behaviors that nurses need to 
learn, or is it the system that needs to change first? 
Both areas bear weight in the future of nursing. 
Kanter(1977) believes it is the system which causes 
powerless behaviors. Seavor (1986) believes it is 
leadership skills and change theory that nurses need to 
learn. 
Seavor (1986) recommends that nursing students 
practice leadership skills which produce change in their 
educational settings. Faculty could be more open to this 
experimenting with change theory. The theory of 
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negotiating can be taught as well as assertiveness, 
however, the practice of conflict resolution may be what 
is needed. 
Marlene Kramer’s (1974) book Reality Shock: Why 
Nurses Leave Nursing identified problems which still 
appear today. She feels that nurses are prepared for an 
idealized work setting, and then the "reality” of that 
setting is very different. Nursing students may be 
prepared for change, be assertive, and still find the 
oppressiveness of the hospital system too difficult to 
change. Kanter (1977) believes that it is the workplace 
which causes the behaviors. This requires another 
approach. Yet, if students are prepared to resolve 
conflicts, build political support and interact 
assertively, the change needed in hospital systems could 
be more possible. 
The educational model which now takes place 
predominantly in educational settings, and not the 
hospital, may require educators to participate in the 
change process. Educators have the resources, writing 
skills, problem-solvingskills, nursing and change theories 
to assist staff nurses to change the workplace. The 
energy needed to undertake the smallest change cannot be 
underestimated. While at clinical sites faculty could 
offer on-the-spot consultations to the staff, or more 
long-range planning. 
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Classes for assertiveness, values clarification and 
leadership could be offered by the faculty of nursing 
programs as continuing education classes in a more formal 
setting at the hospitals. 
Courses offered in nursing education concerning 
values clarification and perhaps organizational behavior 
would help nurses to recognize the reality of the 
political implications of the workplace. The system--and 
not the individual--could become the focus so that the 
nurse does not feel to blame for the problems in the 
system. Perhaps awareness ahead of time could help the 
student nurse choose a workplace setting that more closely 
mirrors that nurse's values. 
As administrators become aware of the need to 
encourage participative styles of management, nurses will 
take risks and initiate change. Change to any system is a 
difficult task. A better working environment in hospitals 
for nurses and better care for patients will occur through 
empowered employees. 
Limitations of the Study and Recommendations for 
Future Research 
One limitation of this study was the size of the 
sample population, and the geographic location. 
Onereviewer of nursing research suggests that, in order to 
have an adequate level of power for statistical tests a 
sample size of 187 is recommended (Polit &. Sherman, 
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1990). This study of 169 nurses is, therefore, a bit 
small. This study was conducted in a single New England 
state and may not be typical of that region or of other 
regions. This study also included staff nurses and 
non-staff nurses (nurses not currently practicing as staff 
nurses), so may suffer from the vagaries of retrospective 
memory of events by former staff nurses. This may be a 
particular problem with the demographic variables. 
Demographic variables were measured as actual present age 
and education, yet participants were asked to remember 
their last staff nurse position when responding to the 
powerlessness scale and to the remainder of the 
questionnaire. 
Finally, questions relating to organizational factors 
could have been more carefully refined to allow for more 
response categories. For example, the questions on 
mandatory rotating shifts would have been more consistent 
if it were similar to other questions. Also, the 
questions on type of unit fail to include enough specific 
categories to avoid the use of the "other” category by 48% 
of the sample. 
Future Research 
Future research could include the development of a 
different tool which measures more clearly control/power 
over one’s practice areas. The factor analysis 
wouldsuggest three independent clusters of variables in 
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this area. There is much in the literature that discusses 
the concept of empowerment; however, the quanititative 
measurement tools are absent. Empowerment has many 
meanings and is difficult to measure. The concept of 
autonomy, control, self concept and assertiveness are 
words used to find clues to empowerment literature. 
A sample of certain age groups of nurses could 
produce different results, whereas other studies have 
shown age to be a factor in perceptions of powerlessness. 
Conflict styles or assertiveness questionnaires could be 
administered to correlate personality types with sense of 
power. Perhaps a measurement of internal or external 
locus of control tool could be given and compared with 
factors which measure dissatisfaction in the nurses’ 
workplace. The variables which show the nurses' attitudes 
about sense of power and the actual ability to affect 
change is still open to question. Can the most 
knowledgeable, assertive, internally-controlled nurse 
really have an impact on the environment of the hospital 
setting? Or is the workplace setting causing the 
powerless behaviors as Kanter (1979) believes? 
CHAPTER VI 
SUMMARY OF THE STUDY 
The purpose of this study was to investigate the 
possible relationship between a staff nurse's perceived 
sense of power and some elements of the workplace and 
personal characteristics. Specifically the steps of the 
study were: (1) to determine the relationship between a 
nurse's sense of power and some demographic 
characteristics; (2) to determine the relationship between 
a staff nurse's sense of power and certain organizational 
factors; (3) to examine the relationship between the 
nurse's sense of power and certain decision-making 
factors; and (4) to examine the relationship between a 
staff nurse's sense of power and relationships with 
physicians. 
The sample for the study consisted of 169 nurses 
licensed in the State of Connecticut as Registered 
Nurses. The sampling method used was a random sampling 
technique of 500 nurses from the State of Connecticut's 
current list. 
Data collection was accomplished with a mailed survey 
utilizing the Health Care Work Powerlessness Scale which 
identifies an individual's perceived sense of power 
(Guilbert, 1979). These results were then correlated to 
the four clusters concerning (1) personal characteristics, 
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(2) organizational factors, (3) decision-making factors, 
and (4) relationships with physicians. The questions in 
the last two clusters were developed by this researcher 
from literature searches and interviews with nurses. 
Staff nurses' mean score on Guilbert's (1979) tool 
was 5.23 on a scale of 0-14 (14 most powerless). This 
score was higher (more powerless) than studies of nurse 
administrators (Young, 1980) or head nurses (Tibbies, 
1983). There were significant correlations between 
decision-making factors in the workplace and between 
relationships with physicians and a nurse's sense of 
power. 
Nurses can have input on decisions if they really 
want to put forth the effort. Most staff nurses have 
little energy left to give after caring for patients and 
their own families. Also, societal values may influence 
nurses to believe that caring for themselves may be 
self-centered. Political preparation has been studied, 
and it is recommended that nurses need to be active in the 
restructuring of the health care delivery system of today 
(Cohen, 1992) . 
This study reflects an attempt to measure some of the 
environmental and personal factors that affect a staff 
nurse’s sense of power. As Chandler's 1986 study 
indicates, a "paradigm shift" in nursing needs to take 
place from the individual perspective of work to an 
101 
"interactive perspective" (p.79). She finds that the 
programs aimed at individuals have not been effective. The 
focus must be on the workplace as well. 
Rogers (1983) sees 
. . . people as dynamic, irreducible wholes caught up 
in equally dynamic environmental wholes, together 
manifesting innovative patterns of growing complexity" 
(p. 97). 
Kanter (1977), building on the theory of Etzioni 
(1964), was able to show that the structure of the 
workplace can and does influence workplace behaviors. 
Chandler (1986) extended Ranter's and Rogers theories to 
the workplace of the nurse. This study supports that 
paradigm. 
The Federal Commission on Nursing met December 1988 to 
present recommendations to address the nursing shortage. 
The six major points are in the following areas: 
1. Effective and efficient utilization and 
management of services—staffing alternatives 
that allow nurses to concentrate on quality 
nursing services and utilize support staff, 
including informational and systems 
technology, and establish nursing as a 
revenue center. 
2. Resource development including educational 
funding for entry-level RN students who agree 
to work in under-served nursing care areas; 
and promotion of positive images of the 
profession; better representation of men, 
minorities and non-traditional students. 
3. Decision-making in health care settings; give 
nurse executives a broader decision-making 
responsibility, and legitimize and clarify 
clinical decision-making authority for nurses 
within the scope of nursing practice. 
4. Recognition and compensation which include 
revision of wage and salary programs by 
increasing starting salaries and alleviating 
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compression, recognizing experience, 
education, administration and flexible 
benefits. 
5. Resources maintenance which calls for a 
permanent commission to advise the Secretary 
of Health and Human Services on nursing 
resources and data source to monitor supply, 
demand, work conditions, cost and outcomes of 
nursing care. 
6. Financing for reimbursement strategies to 
support delivery of long-term care nursing 
services and allocation of money so as not to 
retard the quality of patient care, or the 
recruitment and retention of nurses (p. 
Vlll-11) . 
This study identified some of the environmental 
factors such as decision-making, and relationships with 
physicians and then compared them to the nurse’s sense of 
power. This was an attempt to examine aspects of the 
concept that relates to the sense of power as measured by 
Guilbert’s (1979) Health Care Work Powerlessness Scale, 
and these other factors. As can be seen from the 
preceding report on the nursing shortage, the interactive 
approach seems useful. There are many variables to 
consider. The professional role, which is comprised of 
respect, adequate reimbursement, and a sense of "say-so," 
or control/power over one's work, is one of the crucial 
issues to be considered at this time. 
APPENDIX A 
COVER LETTER 
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UNIVERSITY OF MASSACHUSETTS 
AT AMHERST 
School of Education 
352 Hills South 
Amherst. MA 01003 
Human Services and Applied 
Behavioral Sciences Division 
Dear Colleague: 
* 
There is not a great deal of information known about the personal 
characteristics which influence feelings of power in nurses. Therefore, as a 
part of the requirements for my Doctorate in Education Degree at the 
University of Massachusetts, Amherst, Mass., 1 am seeking information about 
these factors from nurses in the State of Connecticut. The information 
obtained will assist the planning of educational programs for nurses and 
provide data necessary to promote change in the health care delivery system. 
Attached is a questionnaire. Please complete it and return it to me as 
soon as possible. Your responses will not be identified with either you or 
your institution. Anonymity and confidentiality of your responses will be 
maintained. The data will be compiled in aggregate form and therefore protect 
the individual. You should retain this letter as documentation of your 
consent to participate in this study. 
If you have any questions, please do not hesitate to write or call me ac 
(203) 225-6073, or my committee chairperson. Professor Jack Wideman, School of 
Education, Hills South, University of Massachusetts, Amherst, Mass. 
Sincerely, 
Marilyn A. Richard, R.N. , M.S. 
Enclosed is a stick of sugarless gum as a token of my appreciation. 
The University of Massachusetts is an Affirmative Action/Equal Opoortumty Institution 
APPENDIX B 
QUESTIONNAIRE 
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Please answer Che following questions concerning your employment and yourself. 
Place the number of the response that pertains to you in the space provided at 
the left of the question. The first section [Part 1(A)] includes items 
related to your last employment as a staff nurse and personal factors. 
Section I (A.) 
Complete this section only if you are not currently a staff nurse. Then 
move on to complete the other sections. 
Please state the year you were a staff nurse. Also state'your current status 
of employment. 
1. _Year you were last a staff nurse. 
2. _Current status of employment 
1. Retired 
2. Supervisor or ocher nursing administration 
3. Employed out of nursing 
4. Not working outside of the home 
5. Oth r__ 
3. If you have left staff nursing, please list the reasons in order of most 
strongly felt to least. (1-7) 
_a. Lack of control over practice 
_b. lack of respect 
_c. poor working hours/weekends 
_d. inadequate salary • 
_e. poor patient/staff ratios 
_f. decreasing patient contact 
_g. ocher:_ 
Section 1(B) 
Current information to be answered by all respondents 
1. _Indicate your nearest age group using the following 
1. 20 and younger 
2. 21-29 
3. 30-39 
4. 40-49 
5. 50-59 
6. 60 or over 
2. _ Indicate your sex 
1. Female 2. Male 
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• 3._Indicate your basic, nursing preparation 
1. Diploma 
2. Associate degree 
3. Baccalaureate in Nursing 
A. Masters in Nursing 
A._Indicate your highest level of education 
5. 
1. Diploma 
2. Associate degree 
3. Baccalaureate in Nursing 
A. Baccalaureate other 
5. Masters Nursing 
6. Masters other 
7. Doctorate in Nursing 
8. Doctorate other_ 
If you do not belong to Connecticut Nurses Association and American 
Nurses Association, please list the number that most closely reflects 
your reason. List number "1" if you are a member. 
1. Not applicable (member) 
2. Too expensive 
3. Not interested 
A. Disagree with policies 
5. Other 
Section II (A) All Respondents 
Former staff nurses answer all remaining questions as if they pertain to your 
last staff position. Current staff nurses answer for present position. 
6._Size of your facility 
1. Small 0-199 beds 
2. Medium 200-399 beds 
3. Large A00 or more beds 
7._Type of facility 
1. general medical center/community hospital 
2. psychiatric/drug treatment 
3. veterans 
A. children's 
5. nursing home 
6. rehabilitation 
8._Type of nursing practiced 
1. t earn 
2. primary 
3. functional 
108 
9._Decentralized (decisions of budget and staffing made at the unit 
level rather than by director of nursing or high level 
administration.) 
1. yes 2. no 
10._Mandatory rotating shifts 
1. yes 2. no 
11 •_Percentage increase on weekend workload 
1. 102 2. 202 
3. 302 A. A02 
12. _Type of unit 
1. Obstetrical 
2. Medical or surgical 
3. 'Intensive care 
A. Operating room 
5. Other (specify)_ 
Section 11(B) All respondents 
Answer the following questions with a number which most closely represents 
your perceptions. 
1 - very likely 
2 - probably 
3 - somewhat unlikely 
4 - very unlikely 
13. _You have control over being "pulled" to another unit. 
14. _You have control over the numbers of patients you will care for on 
any given shift. 
15._Your 
in a 
nursing supervisor and nursing administration would support you 
disagreement with a physician, if you were right. 
16. _You have sufficient opportunities to meet with ocher staff nurses in 
your facility (formally & informally). 
17. _You have opportunities to participate on decision-making committees. 
18.  _There is back up staff to cover your case load when you attend 
committee meetings. 
19. _You would recommend nursing as a career. 
20. _Your education prepared you for your ability to participate in the 
politics of the work place. 
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21. _Physicians are available to discuss pacienc care often enough for you 
to have information you need to provide optimal care. 
22. _Physicians treat you with respect. 
Answer the following questions by choosing the best answer of the following: 
1 - never 
2 - rarely 
3 - sometimes 
4 - frequently 
^ 1" 
23. _You, other nurses, or female patients are subjected to jokes or 
statements with sexual overtones by physicians. 
24. _You need to play the "Doctor Nurse Game" (Making suggestions instead 
of statements to physicians about patient needs). 
Section III 
For this section of the study you are asked to select the ONE statement 
out of each pair of statements which you more strongly believe to be true. It 
is quite possible in some cases that you may not really agree with either 
statement in a pair. In these cases please check the one statement which 
comes close to expressing the way you feel. 
Please check ONLY ONE statement out of each pair. Be sure to check the 
one which you actually believe to be more nearly true, rather than the one you 
think you "should" check or the one you would like to be true. 
It is important to this study that you choose one statement out of each 
pair. PLEASE DO NOT OMIT MAKING A CHOICE OUT OF ANY PAIR. 
Remember, there are no "right" or "wrong" choices. It is your individual 
opinion that is important to this study. 
25._A. When a person works for a large organization such as this 
facility, that person has little chance of exerting any real 
influence on working conditions: 
_B. Even in a large organization such as this facility, the 
individual can have a real influence on working conditions, if 
that individual makes her (his) ideas known. 
26._A. The type of treatment program a patient receives is decided by 
the doctor; there is really very little anyone else can do except 
go along with it. 
_B. Everyone who works with patients here can have a real influence 
on what treatment approach will be used. 
110 
27. A. Some people are jusc lucky and seen to advance in their jobs by 
simply being in the right place at the right time. 
B. Many people don't realize how much the cause of their failure to 
get ahead on their jobs is the result of their own work 
performanee. 
28. A. It doesn't do much good to try to think of ways to improve 
conditions at work; you usually can't try new ideas anyway. 
B. If you have a good idea about some way to improve conditions at 
work, you can usually get the backing you need to try it. 
29. A. It does little good to plan one's career too far ahead; some 
people get the breaks and some don't. 
B. People are better if they plan their careers and set goals for 
themselves rather than trusting to fate. 
30. A..- 
E. 
Individuals can influence the established rules at this facility 
if they make their own needs known. 
Established rules at this facility can't be changed for an 
individual's needs or problems. 
31. A. As a member of the treatment team, I can have a real influence on 
the treatment program prescribed for patients. 
B.. Even though I am considered a member of the treatment team, it's 
really the doctors who decide what treatment the patient will 
receive. 
32. A. Whether or not a person gets a raise or promotion in their job 
depends mostly on luck and knowing the righc people; there's 
really not much the individual can do about it. 
E. Whether or not a person gets a raise or promotion on their job 
depends mostly on whether that individual is well prepared and 
does a good job. 
33. ' A. I think people like myself can have an influence on how things 
are run here. 
B. It's rather silly to ask someone like myself to make suggestions 
about how things should be run here; people seldom pay any 
attention to then. 
34. A. When decisions are being made at this facility, the opinions of 
the people affected by that decision do have an effect on what's 
decided. 
E. When decisions are being made at this facility, the opinions of 
the people affected by them have little influence on what's 
decided. 
Ill 
35. A. Offering valid complaints about one's work situation here doesn't 
seem to do much good. 
B. Offering valid complaints about one's work situation here is 
usually helpful in bringing about needed changes. 
36. A. Persons like myself have little chance of protecting our 
professional interests in this job when they conflict with those 
in the positions of power. 
B. I feel we have adequate ways of coping with those in the 
positions of power in this facility and. can protect our own 
professional interests. 
37. A. Employees at this facility can usually participate in making 
important decisions related to their own work. 
B. Individual employees have little opportunity to participate in . 
making important decisions related to their own work. 
38. A. Facility-wide policies are made by those few people in power, and 
there is not much the individual employee can do about it. 
B. The individual employee can usually have an influence on 
facility-wide policies. 
Note: Section III is copyrighted by Evelyn Guilbert 
Permission has been granted by Evelyn Guilbert to Marilyn Richard for 
duplication for purposes of this study. 
Please be sure you have ansvered all the questions. 
Thank you for your time and cooperation. 
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19 November 1987 
Marilyn A. Richard, RN, MS 
314 Lewis Road 
New Britain, CT 06053 
Dear Marilyn: 
Thank you for your Interest in my Health Care Worker Powerlessness Scale. I am 
pleased to grant you permission to use the scale for your study of factors 
associated with feelings of power and powerlessness among staff nurses. As you are 
aware from our previous conversations, I do^ require that you furnish me a copy of 
your dissertation when your study Is completed. This is the only "charge" I make 
for the1* use of the instrument. 
I was glad to hear that you are once again actively pursuing your research and 
completion of your doctoral requirements. Best of luck with your endeavors. Let me 
know If I can be of any assistance. 
Yours truly. 
Evelyn K. Gullbert, RN, MS 
10139 Monogram Avenue 
Sepulveda, CA 91343 
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Appendix D Pearson Correlation of Sense of Powe with Age, 
Sex, Type of Basic Education, Highest Education and 
Membership in ANA 
n= 169 
Pearson 
"r" 
Age 
Sex 
Basic Ed. 
Highest Ed. 
ANA 
-0.07368 
-0.04241 
-0.10156 
-0.01897 
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Appendix E Correlations Between Sense of Power and 
Organizational Factors 
Power 
1. Size of facility 0.05412 
2. Type of facility -0.00089 
3. Type of nursing -0.05160 
3. Decentralization 0.06010 
4. Rotating W.E. 0.01993 
5. Weekend % inc. 0.12828 
6. Type of unit -0.09849 
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